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BUFFERIN 


a basic drug in the management of 


ARTHRITIS 


4 ——— all of the newer so-called “miracle drugs,” salicylates still 
remain the most effective antirheumatic and analgesic agents in the treat- 
ment of 


e ec . . the best results are obtained from a combination of salicylates 
and steroids in addition to physical therapy. Bufferin is given in varying 
doses until maximum results have been a 


e ec . . Bufferin should be taken on arising to overcome stiffness, and 
the dose should usually be repeated before each physical therapy pro- 
cedure to prevent excessive pain. Two tablets of Bufferin are also taken 
at bedtime to reduce pain, thus allowing the individual to fall asleep. 99 ’ 


*Paul, W. D.: Rehabilitation in Rheumatoid Arthritis, South. M. J. 53:492 (April) 1960. 


UNITED STATES PLYWOOD CORPORATION 


IMPROVING ON NATURE Plywood is just one of 
the many examples of how man has modified one of nature’s gifts 
to make it more useful. 


In the treatment of hypothyroidism, Proloid offers similar evidence 
of man’s ingenuity in improving on nature. 

Proloid is doubly standardized: chemically, like ordinary thyroid, 
and biologically, by an exclusive Warner-Chilcott assay. This assay 
assures unvarying metabolic potency and a safe, predictable clinical 
response in every case. Yet this important extra care makes Proloid 
cost little more than ordinary thyroid. 

Specify Proloid whenever thyroid is indicated. Three grains is the 
average daily dose for patients with mild forms of hypothyroidism. 
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INFORMATION FOR CONTRIBUTORS 


Tue JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the 
official scientifie publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 


1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THE JoURNAL, and one carbon kept by the author, All copy, 
including quotations, footnotes, tables, references, and legends for 
figures should be double-spaced, with ample margins. 


2. Ref are req d for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each refer- 
ence must include the name of the author and the full title of the article 
or book. For periodicals, the name, volume number, complete date, and 
inclusive paging of the article are required. For books, the edition, the 
name and location of the publisher, and the year of publication are 
required. Exact page numbers must be given for all direct quotations. 


3. The author’s degrees and teaching affiliations should be given. 


4. The article should end with a comprehensive summary. 


Illustrations 


1. Photographs should be unmounted, untrimmed, glossy prints. 


2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering should be large enough to be read when reduced. 


3. Original roentgenograms or slides can be used for reproduction, 
but direct-contact glossy prints from originals are preferable. 


4, All illustrations must be numbered and the top indicated. 


5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 


6. When illustrations which have appeared elsewhere are submitted, 
full information should be given about previous publication, whether 
or not permission has been obtamed, and credit to be given. 

Copies of the Journal 


1. Three copies of THe JourNnat containing his article will be sent 
to the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 
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ALL CORRESPONDENCE SHOULD BE ADDRESSED TO 212 E. OHIO ST., CHICAGO 11, ILL. CHANGE OF ADDRESS: If possible, 
clip address from mailing envelope of your copy of 
for change-over. 
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NO SPRAIN, 
NO STRAIN, 


NO LOW 
BACK PAIN 


CARISOPRODOL 


RELAXES, EASES 
ACUTE MUSCLE 
SPASM & PAIN 


RELA achieves the necessary in- 
terruption of the spasm/pain 
cycle through its unique twofold 
myogesic’ action. 

RELA restores mobility by reliev- 
ing stiffness, pain and spasm. 
Bibliography: 1. Ostrowski, J. P.: Orthopedics 2:7 (Jan.) 1960. 
2. Kestler,0.C.: J.A.M.A. 171: 2039 (April 30) 1960. 3. Frankel, 


K.: Paper presented at Scientific Meeting, New York State So- 
ciety of Industrial Medicine, Inc., New York, Sept. 30, 1959. 


Schering 


X MYOGESIC: MUSCLE 
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Now, for the first time, you can obtain the well- 
known ACS fracture manual and soft tissue manual 
in one single reference source. This handsome hard- 
bound volume is available in a handy pocket size 
with a quick reference index. Here you can find 
immediate, effective management measures for acci- 
dents ranging from cracked ribs to skull fractures; 
from superficial burns to spinal cord lesions. The 
book tells you what to look for, what to do, how to 
do it, when to do it—all in telegraphic outline form. 


Traction, splints and casts are described and illus- 
trated. Treatment for nearly 60 individual fractures 
is spelled out. Important new chapters cover anes- 
thesia, facial injuries, care of the patient with mul- 
tiple injuries, and bite wounds. Common fractures 
in children are separately discussed. Much revised 


Method of splinting 
thigh fracture 


217 pages, 544” x 84%”, illustrated. 3. 


From the American College of Surgeons 


Two TRAUMA MANUALS in a SINGLE VOLUME 
in new and improved editions 
MANAGEMENT OF FRACTURES 
AND SOFT TISSUE INJURIES 


material is included on tetanus and its prophylaxis. 
Shock, hemorrhage, eye injuries, chemical burns are 
well covered. 


Specific treatment is delineated for fractures and 
dislocations in such areas as these: skull—cervical 
spine—clavicle—disclocations of the shoulder girdle 
—shaft of the humerus—head and neck of the 
radius—neck of the femur—dislocations of the 
knee—etc. Specific types of soft tissue injuries are 
fully covered—injuries to the head and neck, spinal 
cord, chest, abdomen, genitourinary tract—peripheral 
nerves—amputations—etc. 


The Fracture Manual and the Soft Tissue Manual 
are also available separately in paperbound form, 
unindexed. 


By the COMMITTEE ON TRAUMA, AMERICAN COLLEGE OF SURGEONS. Were nyo of Fractures and Soft Tissue Injuries’ 

(Combined Volume)—373 pages, 544” x 8%”, illustrated. $5.00. New (7¢ 

of Fractures’’—137 pages, 51%4” x "ie illustrated. $1.75. New (2nd) Edition of ‘‘Early Care of Soft Tissue Injuries’’— 
2.2 


) Edition of ‘‘An Outline of the Treatment 


Johnstone and Miller 
OCCUPATIONAL DISEASES AND INDUSTRIAL MEDICINE 


This vital new book compiles all known information about occu- 
pational disorders—their prevention, diagnosis and management. 
It gives you specific information to help patients suffering from 
exposure to chemical intoxicants, air pollution, radiation, etc. It 
discusses such industrial problems as absenteeism, mass immuniza- 
tion, insurance and disability. For each disorder you'll find etiology, 
signs and symptoms, pathology, physiology, diagnosis, treatment 
and follow-up care. Practical case histories are presented through- 
out. Newer therapeutic measures are discussed—such as calcium 


EDTA in treatment of lead poisoning, use of atropine in treatment 
of organic phosphate pesticide intoxication, use of intermittent 
positive pressure in emphysema. 


By RUTHERFORD T. JOHNSTONE, M.D., Consultant in Industrial Medicine, 
Clinical Professor of Preventive Medicine and Public Health and Clinical 
Professor of Medicine, University of California at Los Angeles; and SEwarD 
E. Miter, M.D., Director, Institute of Industrial Health, Professor of 
Medicine, Medical School, Professor of Industrial Health, School of Public 
Health, University of Michigan, Ann Arbor. 482 pages, 644” x 934”, 
illustrated. $12.00. 

New! 


Quigley and Banks—PROGRESS IN THE TREATMENT 
OF FRACTURES AND DISLOCATIONS 1950-1960 


This book gives you a beautifully complete review of all improve- 
ments in the management of fractures made in recent years. It is 
a careful evaluation of all significant advances in fracture diagnosis 
and treatment that have been reported in the world literature since 
1950. Added to this is the authors’ own extensive experience on 
fracture service at the Peter Bent Brigham Hospital. 


Here are just a few of the many problems and advances you'll 
find discussed: evaluation of polyurethane foam in cases of non- 
union; role of arthrocentesis in fractures of the elbow; problem 


of differentiation of “sprained wrist” and fracture of the carpal 
scaphoid; importance of open reduction of fractures of the knee; etc. 


This book is a reprint of a series of articles which appeared in the 
New England Journal of Medicine in the fall of 1960. 


By Tuomas P. QuicLey, M.D., Assistant Clinical Professor of Surgery, 
Harvard Medical School; Surgeon, Peter Bent Brigham Hospital; and HENRY 
Banks, M.D., Clinical Associate in Orthopedic Surgery, Harvard Medical 
School, Associate in Orthopedic Surgery, Peter Bent Brigham Hospital. 
102 pages, 54%” x 7%”. $2.50. 


| JAOA 12-60 | 

| W. B. SAUNDERS Company, West Washington Square, Philadelphia 5 | 

| Please send me the following books and charge my account: | 

gers ( Management of Fractures and Soft Tissue Injuries (Combined Volume) $ 5.00 | 
aur Outline of Treatment of Fractures. $1.75 Care of Soft Tissue Injuries... 2.25 | 
poor’ C) Quigley & Banks—Treatment of Fractures and Dislocations 1950-1960... $ 2.50 | 
i (0 Johnstone & Miller—Occupational Diseases & Industrial Medicine $1200 | 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the opium deriva- 
tives in controlling the propulsive hypermotility occurring in 
diarrhea. 

Precise quantitative pharmacologic studies demonstrate that 
Lomotil controls intestinal propulsion in approximately 41 the 
dosage of morphine and %o the dosage of atropine and that 
therapeutic doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply supports these 
findings. Even in such a severe test of antidiarrheal effectiveness 
as the colonic hyperactivity in patients with colectomy, Lomotil 
is effective in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, Lomotil now 
offers positive antidiarrheal control . . . with safety and greater 


LOW DOSAGE EFFECTIVENESS 
OF LomoTI 


MORPHINE ATROPINE 
EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 14; the dosage of morphine hydrochloride and in about 4 the 
dosage of atropine sulfate. 


NTITY. FOR DIARRHEA 


PROPSLSIVE MOTILILY 


convenience. In addition, as a nonrefillable prescription prod- 
uct, Lomotil offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify Lomotil as a 
narcotic, no instance of addiction has been encountered in pa- 
tients taking therapeutic doses. The abuse liability of Lomotil 
is comparable with that of codeine. Patients have taken thera- 
peutic doses of Lomotil daily for as long as, 300 days without 
showing withdrawal symptoms, even when challenged with 
nalorphine. 

Recommended dosages should not be exceeded. 


DOSAGE: The recommended initial dosage for adults is two 
tablets (5 mg.) three or four times daily, reduced to meet the 
requirements of each patient as soon as the diarrhea is con- 
trolled. Maintenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride with atropine 
sulfate, is supplied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (44400 gr.) of atropine sulfate 
to discourage deliberate overdosage. 


Subject to Federal Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


6.0. SEARLE «co. 
P.O. Box 5110, Chicago 80, Illinois 
Research in the Service of Medicine 


| 
\ 
| 
| 
a M 
im 
| 
lm 
| 
| ‘ 
{ 
| 
| 
} : 
3 
ut 
| 
| 
4 
if 
| 
| 
| 
F 
* 


WEEKS 0 


Patient: F. E., age 27, lost 21 Ibs. in 15% 
weeks on 1,000 calories daily and Didrex 


16 


WEIGHT 
a 


WEEKS 0 2 4 6 8 


Patient: H. H., age 37, lost 14.5 Ibs. in 94% 
weeks on 1,000 calories daily and Didrex 


10 


UPJOHN ANNOUNCES 


HELPS TAKE WEIGHT OFF...PERSISTENTLY 


WEEKS 0 


Patient: A. P., age 34, lost 18.5 Ibs. in 11% 
weeks on 1,000 calories daily and Didrex 
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WEEKS 0 2 4 


6 8 10 


Patient: L. M., age 29, lost 20.5 Ibs. in 94% 
weeks on 1,000 calories daily and Didrex 


WEEKS 0 2 4 


Patient: P. M., age 41, lost 10.5 Ibs. in 74%4 
weeks on 1,000 calories daily and Didrex 


in obesity management 


PERSISTENT 


Put it to your patient this 
way: The basic therapeu- 
tic objective of obesity 


WEIGHT LOSS is to chance 
WEEK AFTER WEEK dietary habits built over 


months or years of weight accumulation. This takes 
time and will. Consider Didrex, the new Upjohn 
appetite suppressant. Happily, it elevates mood 
which makes dieting more acceptable. More im- 
portant, it works: “persistent significant weight 
loss” in patients followed for as long as 20 weeks. 
Added to your favorite reducing regimen, % to 1 
Didrex tablet one to three times daily is usually 
adequate to preclude the “weight plateau” that so 
often discourages dieters after a few weeks. Avail- 
able as 50 mg. tablets in bottles of 100. 


The Upjohn Company, Kalamazoo, Michigan 


Photos and case histories courtesy Dr. Alan S. Rubinstein, Springfield, I!linois 
*Trademark — brand of benzphetamine hydrochloride, UPJOHN 


6 8 


WEEKS 


Patient: J. A. H., age 15, lost 17 Ibs. in 26 


weeks on 1,000 calories daily and Didrex 


BRIEF BASIC 
INFORMATION 


Description: Didrex is the Upjohn 
brand of benzphetamine hydrochloride 


_ amine hydrochloride]. sympathomi- 


metic compound with marked anorexic 
action and relatively little stimulating 
effect on the CNS or cardiovascular 
system. 

Indications: Control of obesity. 
Contraindications: None known. How- 
ever, use with caution in moderate or 
severe hypertension, thyrotoxicosis, 
acute coronary disease, or cardiac 
decompensation. 

Dosage: Initiate appetite control with 
Y or 1 tablet (25 to 50 mg.) in mid- 
morning for several days. Then adjust 
dosage to suit each patient's need to a 
maximum of 3 tablets daily (150 mg.). 
Side Effects: No effects on blood, urine, 
renal or hepatic functions have been 
noted. Minimal side effects, similar to 
those reported from placebos, have 
been observed occasionally: dry mouth, 
insomnia, nausea, palpitations and 
nervousness, 

Supplied: 50 mg., press-coated, scored 
tablets, in bottles of 100. 
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after the first dose of 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCl 


Patients on ,Pyridium experience welcome 
relief from urinary pain, burning, frequency 
and urgency—usually within 30 minutes. 
And Pyridium may be given with any uri- 
nary antibacterial. In fact, its recommended 
daily dosage of two 0.1-Gm. tablets t.i.d. 
provides a greater analgesic effect in adults 
than the recommended daily dosage of 


PY-GPoz 


many fixed antibacterial-analgesic combina- 
tions. Because Pyridium is extremely well 
tolerated, you can provide pain relief until 
the underlying infection is completely con- 
trolled with the antibacterial of 
your choice. So next time you see Kasco) 
a patient with a painful urinary eee 


infection, prescribe Pyridium. 
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ring 


in urologic patients taking 


MANDELAMINE 


brand of methenamine mandelate 
antibacterial, but not an antibiotic— 
does not produce resistant mutants. 
And systemic reactions are rarely seen. 


This is why Mandelamine is a most effec- 
tive urinary antibacterial, especially 
for stubborn disorders. Urine-specific 
Mandelamine eradicates most pathogens 
commonly encountered in chronic urinary 
infections—even strains resistant to anti- 
biotics and sulfonamides. Mandelamine— 


Mandelamine... effective, 
well-tolerated, economical. 
Average adult dose, 2 Man- 
delamine Hafgrams® q.id. 


MOPRIS PLAINS, 
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DIAPHRAGMS! 


NINE REASONS WHY MORE AND MORE PHYSICIANS 
ARE USING THE CONTOURING 


DLA PRRAGM 


PARSE 


¥ 


\ 


Reduces your fitting instruction time. 

. Patient ease of insertion—automatic placement. 

. Develops patients’ confidence. Easy to use. 

. Folds behind pubic bone with suction-like 
action, forming an effective barrier. 

5. Seals off cervical area. 

. Locks in spermicidal lubricant—delivers 
it directly under and next to the os uteri. 

. Keeps its place—doesn’t shift. 

. Simple to remove. 

. Aesthetically acceptable. Is most comfortable. 
KORO-FLEX (contouring) Diaphragms 
may be used where ordinary coil-spring 
diaphragms are indicated and for Flat rim 
(Mensinga) -type as well. : 

Recommend: KORO-FLEX Compact, the 

ONLY compact that provides the arcing dia- 

phragm (60-95 mm), jelly and Koromex cream 

(trial size). More satisfied patients result from 

trying both and then selecting the one best 

suited to physiological requirements. Elimi- 
nates guessing. Supplied in feminine clutch- 
style bag with zipper closure. 


Available in all prescription pharmacies. 
Write for descriptive literature. 
Always insist on the use of time-tested Koromex 


Jelly or Cream with diaphragm. 


HOLLAND-RANTOS CO., INC. | 
145 HUDSON STREET - NEW YORK 13, N.Y. 
Manufacturers of Koromex Products 
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REMINDER. 


EXTERNAL OTITIS 
ALLERGIC EARS 
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MAALOX’ 
Stl) 


ANTACID — DEMULCENT 
NON-CONSTIPATING 


A coltotdal suspension of Magnesium and 
Atuminum Hydroxides useful for the re- 
Hef of gastric hyperacidity 


Shake Well Before Using 


Averete adult dose: As antacid and pro- 
fective. two to four teaspoonfuls may 
be given tn water or milk twenty min- 
utes after meals and at bedtime. Use 
ae directed physician. Masiox 
should not be used tn patients who are 
severety debilitated or suffering from 
kidney fatiure, 


KEEP BOTTLE TIGHTLY CLOSED 
KEEP FROM FREEZING 44777 
WILLIAM H. RORER, Inc. 
Pharmaceutics! Chemists Philadelphia, Pa., 0.5.8, 


NO TASTE FATIGUE 
EXCELLENT RESULTS 
NO CONSTIPATION 
the most widely prescribed and 
most wearable of all antacids 
suspension tablets 
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iTAGONISM 


& Stimulant expectorant 


TH E : 4 | 
PARADOX 
j 
IN THEORY 
IACOLOG!@ ANTAGONISM 
an tOF a 
at different levels of the respiratory tree | 
TRODUCIN 
_ A NEW AND BETTER RESOLUTION OF THE COUGH PARADOX 
4 


[WAND BETTER 


What is the best way to treat a severe, pro- 
tracted, or stubborn cough? 


Many physicians prescribe a central cough 
suppressant, together with an expectorant 
and a nasal decongestant. 


Prescribe pharmacologic antagonists? At 
first glance it may seem absurd to attempt 
to increase respiratory fluid and stimulate 
productive coughing, while simultaneously 
drying up secretions and depressing the 
cough reflex. A paradox? 


NEW TUSSAMINIC EXPECTORANT com- 
bines three such agents, working together 
at different levels of the respiratory tree, 
to_ produce a beneficial result. . . 


COUGH SUPPRESSANT dihydrocodeinone— 
pharmacologically more active than 
codeine, but with less tendency to cause 
constipation, nausea, and drowsiness. In 
the dosage employed, it does not abolish 
cough reflexes, but merely raises the thresh- 
old of the medullary cough center. As a 
result, a minor irritative stimulus is unlikely 
to trigger a chain of coughing. 


EXPECTORANT glyceryl guaiacolate — ca- 
pable of increasing respiratory tract fluid 
200%, and free from the side effects of the 
iodides. It loosens and liquefies thick, irri- 
tating mucus, helping remove a major 
source of irritation to the lower bronchial 
mucosa, making the cough more productive. 


DECONGESTANT TRIAMINIC — provides 
complementary action. Postnasal drip often 
precipitates the cough. TRIAMINIC stops 
postnasal drip irritating to the sensitive 
pharyngeal and laryngeal membranes... . 
Paradox of the pharmacologic antagonists 
resolved. 


Only NEW TUSSAMINIC EXPECTORANT 
provides this complementary and effective 
combination of dihydrocodeinone, glyceryl 
guaiacolate, and TRIAMINIC. 
(It’s colorful; it’s mint-flavored; 
your patients will like it.) 

Each tsp.(5 ml.) of Tussaminic Expectorant provides: 
DIHYDROCODEINONE BITARTRATE . 1.67 mg. 

(Warning: May be habit forming) 
TRIAMINIC® - « 25mg 


(phenylpropanolamine HCl . - 12.5 mg. 
pheniramine maleate - 6.25 mg. 
pyrilamine maleate . - 6.25 mg.) 


GLYCERYL GUAIACOLATE . . . 100mg. 
CHLOROFORM . approx. 13.5 mg. 
Alcohol . 5% 
Dosage: (to be administered every 4 hours) 

Adults — 2 tsp.; Children 6 to 12 — 1 tsp. 


Supplied: Bottles of 1 pint. 


EXPECTORANT 


SMITH-DORSEY ¢ a division of The Wander Company 


Lincoln, Nebraska 
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| 1e'll be fitter sooner when you prescribe 
“scr VN (Z tabiets im 4 ae VOSIt 
ts ti. qg.i.d.) Each PARAFON with Prednisolone tab | 
YLENOL® | and p inisolon mg. 


Note the two tablets on the shelf above: Left, old-style Buigar-coatec Dayalets-M®. Right, 
the same formula, but Fi/mtab-coated—potentys assured, But old-style bulk is cut 30%. 


ON COATS: 


STYLES CHANGE IN VITAMINS, TOO 


Coat styles change—whether it's a blazer or a B-complex vita- 
min. Not long ago, for instance, ‘Vitamins by Abbott’ were 
dressed up with a new-style.coating—Filmtab®. 


The most obvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 
together in the bottle. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a significant 
pharmaceutical advance: with Filmtab, deterioration is slowed 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 
of each tablet matches the formula printed on the label. While 
the person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab. 

In short, Filmtab's a name that stands for quality, stability, 
potency. The very best in vitamin coatings. Filmtab doesn't add 
a penny to the cost. And it's a name found only on 


c) VITAMINS by ABBOTT 


©iseo, Lasoratories 


0090334 
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NEWEST 
NUTRITIONAL 
PRODUCT 

FROM ABBOTT 


To meet special nutritional needs of growing teenagers... 


TRADEMARK 

@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS EACH DAYTE ILM ® ; 

FOR THE GROWTH YEARS ENS FILMTAB® REPRESENTS: 

(5000 units) 1.5 mg. 

@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY ite By ee (1000 units) 25 mcg. 

Thiamine Mononitrate 2 mg. 

| @ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) 2 mg. 

© ALSO: SUPPLIED OF 50 Pyridoxine 0.5 mg. 

Vitamin Bi2 (as cobalamin concentrate)....... 2 mcg. 

NOW, DAYTEENS JOINS THE COMPLETE LINE Calcium Pantothenate 5 mg. 

FILM TAS FILMTAS FILM TAS Copper (as sulfate) ER 0.15 mg. 

DAYALETS® OPTILETS® SUR-BEX® with C lodine (as calcium iodate)..................... 0.1 mg. 

| OPTILETS-M® Manganese (as 0.05 mg. 

Hed Table bottles of 500 and 1000 Magnesium (as oxide)........./.............. 0.15 mg. 

DAYALETS-M® Therapeutic Calcium (as 250 mg. 

thecary botth the essential B-comple : 
Phosphorus (as calcium phosphate)......... 193 mg. 

VITAMINS by ABBOTT 

ABBOTT 


| MTAB—FILM-SEALED TABLETS, ABBOTT 1960, ABBOTT LABORATORIES 0090338 
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YOUR OWN WIFE WERE 


SPONTANEOUS ABORTER 
WOULD YOU DO, DOCTOR? 


~ 


1,425 physicians answered this question i 
by treating abortion-prone women in their own 
families with Hesper-C Prenatal. 1,248 successful 
pregnancies (87.6%) resulted.’ 

Fetal salvage rates as high as 95% have been 
achieved when hesperidin complex and ascorbic 
acid (as provided by Hesper-C Prenatal) were 
administered with the usual vitamin and 

mineral supplementation.” 


Hesper-C Prenatal (hesperidin complex, ascorbic 
acid plus vitamin-mineral supplementation) 
provides an established therapy for the 
restoration and maintenance of capillary integrity. 
It thus helps protect the habitual aborter and 
every pregnant woman against the decidual 
bleeding and spontaneous abortion triggered 

by capillary fragility. 

1. Reports on file at The National Drug yy data 


available on request. 2. Py C.: Obst. & Gynec. 3:420, 
1954. 3. Greenblatt, R. B. .: Obst. & Gynec. 2:530, 1953. 


Division of Richardson-Merrell Inc. 
ih) THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. 10/60 
f 


Prenatal 


a precaution in every pregnancy 
a necessity in habitual abortion 


a 
eee 
| 
7 
¢ | 
a ( | 
> 
) 
* 
| 
i 
| 
| | j 
3 | 
aif i 
im 
| | 
im 


A-20 


ULTI-FACETED 
_PARKINSONISM 


a Lessens rigidity and tremor 


b Energizes against fatigue, 
adynamia and akinesia 


c An effective euphoriant 


d Thoroughly compatible with 
other antiparkinsonism medi- 
cations 


e Highly selective action 
f Potent action against 
sialorrhea 


g Counteracts diaphoresis, 
oculogyria and blepharo- 
spasm 

h Well tolerated—even in pres- 
ence of glaucoma 


Dosage: usually 1 tablet (50 mg.) t.i.d. When used in 
combination, dosage should be correspondingly reduced. 


Colifernie 


available on request 


Bibliography and file cara * Trademark of Brocades-Sth 
Pharmacia. U.S. No, 2. 367 351: 
Other Patents Pending. 
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in diabetic patients with 
peripheral vascular disease 


Isoxsuprine hydrochloride, Mead Johnson 


myo- -vascular relaxant 


brings blood to deep tissues— 
without affecting diabetes control” 


e provides relief in a high percentage 
of patients with a wide variety of 
peripheral vascular disorders?® 


e effective in intermittent claudica- 
tion,** coldness and numbness of 
extremities,° trophic ulcers,’ and leg 
cramps*** associated with arterio- 
sclerosis obliterans, diabetic vascu- 
lar disease, Buerger’s disease, Ray- 
naud's disease and frostbite 


e may be used in controlled diabetics 
without effects on blood sugar levels, 
insulin or tolbutamide requirements"? 


¢ increases blood flow by direct action 
on the smooth muscle of the blood 
vessels” 


dosage: 1 or 2 tablets (10 to 20 mg.) three 
or four times daily. 

supplied: 10 mg. tablets, bottles of 100; 2 cc. 
ampuls (5 mg. /cc.) for intramuscular use, 
boxes of 6. 

references: (1) Samuels, S.S., and Shaftel, H. E.: Ef- 
fects of Isoxsuprine Hydrochloride on Blood Sugar 
Levels and on Requirement for Insulin or for Tolbuta- 
mide in Normal Subjects and in Diabetic Patients, 
to be published. (2) Samuels, S.S., and Shaftel, H.E.: 
J.A.M.A. 777:142-144 (Sept. 12) 1959. (3) Kaindl, F., et a/.: 
Angiology 70:185-192 (August) 1959. (4) Kraucher, G.: 
Prakt. Arzt 77:325-329 (May) 1957.(5) Birkmayer, W., and 
Mentasti, M.: Wien. med. Wchnschr. 708:395-396 
(May 3) 1958. (6) Clarkson, I., and LePere, D.: Angiology 
77:190-192 (June) 1960. (7) Billiottet, J., and Ferrand, 
J.: Sem. méd. 34:635-637 (May) 1958. (8) Singer, R.: 
Wien. med. Wchnschr. 707:734-736 (Sept.) 1957. 


Mead Johnson 


Symbol of service in medicine 
1460 
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this is 


PLEXONAL, 


(ACTUAL SIZE AND SHAPE) 


% Optimum results are 
obtained by gradually 
increasing the dosage to 
the maximum the patient 
can tolerate without the 
appearance of drowsiness, 
The following procedure 
for dosage adjustment has 
proven highly successful: 


"Take one tablet 2 times 
per day for 2 days. On the 
third day increase the 
daily dosage by one tablet. 
Similarly increase the 
dose every third day 
thereafter, to the point 
of drowsiness. 


For example, if one tablet 
4 times a day produces 

an obvious sleepy feeling, 
and on three the patient 
is comfortable, then the 
proper dose will be three 
tablets per day. 
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i superior daytime relaxing agent 
(NOT A TRANQUILIZER) 


PLEXONAL 


Comparative clinical studies show that PLEXONAL is superior 
_to meprobamate or barbiturates for daytime relaxation” 7 


“Plexonal was preferred (superior therapeutic effect) by 78.7 per cent 
of the patients, whereas 11.1 per cent preferred meprobamate, a ratio of 
6.6 to 1....30.5 per cent noted adverse reactions to meprobamate 

as compared to 7 per cent in respect to Plexonal. ... Plexonal gave better 
results than did any of the sedative or relaxing agents that have been 
available during our experience covering the previous 15 years.”* 


As a daytime relaxant, “it is well suited especially for the treatment 
of hyperexcitability and anxiety.” 


Indications: Anxiety, tension, apprehension, nervousness, mad 
restlessness, hyperexcitability. 

Extremely well tolerated by geriatric patients who need mild sedation, 
as well as by depressed patients. 

Dosage: One tablet 3 or 4 times a day is adequate for most patients. - 
However, some require up to six tablets per day, whereas others respond ° 
adequately to as little as 1 tablet per day. 

Composition: Each tablet contains sodium diethylbarbiturate 45 mg., 
sodium phenylethylbarbiturate 15 mg., sodium isobutylallylbarbiturate 
25 mg., scopolamine hydrobromide 0.08 mg., meth- 
anesulfonate 0.16 mg. 


o a a C. H.: Proc. Staff Meet. Mayo Clin. 34:408 (Aug. 19) 1959. 
2. Kadish, A. H.: Clin. Med. 2:379 (March) 19565. DO 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


A biochemical compound Kanulase contains 
used to diminish intestinal acid Hel 20D 
gas in healthy persons pancreatin, N.F.,500mg.;oxbileextract, 
and those patients having 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders @ time. Supplied: Bottles of 50 tablets. 


WOORSEY BRAND OF CELLULASE, EXPRESSED AS DIGESTIVE ACTIVITY UNITS. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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take Romilar CF, 
His bark is ~ 
worse than mine: * 


o* 


ROMILAR CF will stop that cough by prompt, specific control of the cough reflex—without narcotic 
hazards or complications. Relief begins within 15 to 30 minutes, lasts for as long as 6 hours. ROMILAR CF 
treats the entire cough and cold complex— nasal and bronchial congestion, allergic manifestations, 
fever, headache and myalgia, as well as cough. Romilar® Hydrobromide- brand of dextromethorphan hydrobromide. 


Non-narcotic. No prescription required. Syrup now available in new 3-oz bottle size. Capsules in hottles of 100. 


for maximum cough relief 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Ing) 


ie 


brand of meclizine hydrochloride 


arug meet 


so well the needs 


And 


of one condition 


IN BRIEF 


BoNINE is an antiemetic which provides rapid 
and prolonged protection against nausea and 
vomiting due to a variety of causes. A single 
dose of BONINE is usually effective for 24 hours. 
Thus, BONINE can be taken at bedtime to help 
prevent “next morning” sickness. 


INDICATIONS: Valuable in the symptomatic relief 
of nausea and vomiting of pregnancy. Also indi- 
cated for motion sickness, radiation sickness, 
vertigo associated with Méniére’s syndrome, 
labyrinthitis, fenestration procedures, vestibular 
dysfunction, and dizziness associated with cere- 
bral arteriosclerosis. 


ADMINISTRATION AND DOSAGE: For control of 
nausea and vomiting of pregnancy, a daily dose 
of 25 to 50 mg. is usually effective. For dosage 
schedules in otherindications, see package insert. 


SIDE EFFECTS: Not a phenothiazine, the side 
effects reported in association with BONINE have 
been mild and/or transient and consist of occa- 
sional drowsiness, dryness of the mouth, and 
blurred vision. Drowsiness is seen less frequently 
with BONINE in therapeutic dosages than with 
most other effective antiemetics. 


PRECAUTIONS: As with other antihistaminic com- 
pounds, the physician should inform patients of 
the need for caution in driving a car or when 
engaged in other activities requiring alertness. 
There are no known contraindications to BONINE. 


SUPPLIED: BONINE Tablets, scored, tasteless, 25 
mg. BONINE Chewing Tablets, mint-flavored, 25 
mg. BONINE Elixir, cherry-flavored, 12.5 mg. per 


teaspoonful (5 cc.). 
More detailed professional information available 
on request. 


STE RIES. 
only rarely does 
| Science for the world’s well-being™ PFIZER LABORATORIES Division, Chas Pfizer ¢> Co., Inc. Brooklyn 6, New York 


STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


spares 

and 


troublesome 
recovery 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qigua 
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IOGENES was a Greek, 
and a philosopher. 
He belonged to the 
school of cynics. 
Which means that he 
associated with a 
group of men who 
didn’t believe in practically anything. 

Now among the many things Di- 
ogenes didn’t believe in was an honest 
man. But he wanted to give every one a 
chance, so he roamed the highways and 
byways of Athens with a lantern which 
he would flash on the faces of the pas- 
sers-by, endeavoring to find in their 
features some sign of integrity. 

Nothing ever came of his labors. 
(According to him). But because he 
was a philosopher and a reasonably 
fair man, Diogenes admitted that it 
could be his lantern. And so, he com- 
plained, “If only I could have a better 
light...” 

And many people tried to give 
Diogenes a better light . . . If you’re as 
old as sixty, you may remember that a 
fellow named Welsbach thought up a 
contraption that you fitted over a gas- 
jet... Then there was that young fel- 
low, Tom Edison, who worked out the 
electric light bulb. And another genius 
planned a new type of light called flu- 
orescent... But none of them suc- 


WMITAMINE RALS INC. 


ceeded in inventing a light that helped 
Diogenes. 

Then a man comes up with still 
another kind of light—a poor sort of 
thing. It was a little blob of wax, wrap- 
ped around a piece of string. And one 
Christmas Eve he took it over to 
Diogenes’ home. There the old fellow 
was, Visiting with his cynic cronies, and 
saying as how “No, definitely not! 
There just wasn’t such a thing as an 
honest man.” And the cynics all nodded 
their heads in agreement. Then the 
man came in with his candle, and he 
lighted it. And Diogenes could hardly 
believe his eyes! Because as the soft, 
mellow beams shone out from the 
Christmas candle and fell on the faces 
around him, Diogenes could see, just 
as plain as could be, that there wasn’t 
a really dishonest man in the entire 


gathering. 


And ever since then, at Christmas 
time, the little Christmas candles have 
made fools out of cynical people by 
proving that it is seldom that you can 
find a human being who, ’way down 
deep inside, isn’t essentially honest .. . 
if you’ll only look at him in the proper 
light. 
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Strains 


buccal tablets 


can makea 

your patient/ 
uce recovery 
e/add 

convalescence 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ as 
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STREPTOKINASE-STREPTODORNASE LEDERLE 


buccal tablets 


‘‘Normal’’ recovery is not enough. Now, by adding VARIDASE to your 
procedure, you can release your patient from the stress and pain of 
a ‘‘normal’’ recovery—put comfort in convalescence, shorten the re- 
covery cycle, and reap the reward of greater patient appreciation. 


e In treating refractory, chronic conditions, ® Precautions: VARIDASE has no adverse 
VARIDASE therapy gives added impetus to effect on normal blood clotting. Care should be 
recovery. In common, self-limiting conditions, taken in patients on anticoagulants or with a defi- 
VARIDASE provides an easier convalescence cient coagulation mechanism. When infection is 
with faster return to constructive living. This present, VARIDASE Buccal Tablets should be 
can be of major importance even to the pa- given in conjunction with antibiotics. 
tient with a “minor” condition.® VARIDASE ° Dosage: One buccal tablet four times daily 
Buccal Tablets are indicated to control in- aheseption, 
5 : ; patient should delay swallowing saliva. 
flammation following trauma or surgical Supplied: Each tablet contains 10,000 Units 
procedures, and in suppurative or inflamma- Streptokinase, 2,500 Units Streptodornase. Boxes 
tory lesions of subcutaneous and deep tissues. of 24 and 100 Tablets. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 
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another patient with hypertension? 
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indicated effective 
in all degrees & by itself in most 
of hypertension hypertensives 
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xvoroDIURIL with RESERPINE 


HYDROPRES can be used: 


. a/one (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


» as replacement therapy, in patients now treated with other drugs (In patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a2 greater antihypertensive effect. More- 


over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 50 mg. HydroDIURIL, 0.125 mg. reserpine, 
One tablet one to four times a day. One tablet one or two times a day. 


also available: HYDROPRES 7 Ka -50 


50 mg. HydroDIURIL, 0.125 mg. reserpine, 572 mg. potassium chloride. 
One tablet one or two times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
uQo MERCK SHARP & DOHME, piviSiON OF MERCK & CO., INC., WEST POINT, PA. 
*HYDROPRES, HYDROPRES-Ka, AND HYDRODIURIL ARE TRADEMARKS OF MERCK & CO., INC. 
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Tetracycline now combined with the new, more active antifungal anti- 
biotic— Fungizone-—for broad spectrum therapy / antimonilial prophylaxis 


A new advance in broad spectrum antibiotic therapy, 
MYSTECLIN-F provides all the well-known benefits of tetra- 
cycline and also contains the new, clinically proved antifungal 
antibiotic, Fungizone. This Squibb-developed antibiotic, which 
is unusually free of side effects on oral administration when 
given in oral prophylactic doses, has substantially greater in 
vitro activity than nystatin against strains of Candida (Monilia) 
albicans. 

Thus, in addition to providing highly effective broad spec- 


with such therapy. It helps to protect the patient from trouble- 
some, even serious, monilial complications. 

New Mysteclin-F provides this added antifungal protection 
at little increased cost to your patients over ordinary tetracy- 
cline preparations. 


Available as: MYSTECLIN-F CAPSULES (250 mg./50 mg.) MYSTECLIN-F 
HALF STRENGTH CAPSULES (125 mg./25 mg.) MYSTECLIN-F FOR 
SYRUP (125 mg./25 mg. per 5 cc.) MYSTECLIN-F FOR AQUEOUS 
DROPS (100 mg./20 mg. per cc.) 

For complete information, consult package insert or write to Profes- 


trum therapy, MYSTECLIN-F prevents the monilial over- NEW “i0%! Service Department, Squibb, 745 Fifth Avenue, N. Y. 22, N. Y. 


growth in the gastrointestinal tract so commonly associated 
Ag! Squibb Quality — MYSTE C LI N- F 


By the Priceless Ingredient 


Squibb Phosphate-Potentiated Tetracycline (SUMYCIN) plus Amphotericin B (FUNGIZONE) 


‘sumvcin’® amo ‘sunaizone’® ame squiee Teacemanns 


A-34 


CORT-DOME® 
(pH 4.6) 
0.25% micronized 
alcohol in the exclusive ACID 
MANTLE® vehicle. 


™ 
NEO-CORT - DOME 
(pH 4.6) 
0.25% micronized hy 
alcohol plus 5.0 mg./Gm. of neo- 
mycin sulfate in the exclusive ACID 
MANTLE vehicle. 


HYDROCORTISONE CARBO-CORT™ 
TOPICALS (pH4.6) 

0.25% micronized hydrocortisone 

i. alcohol plus 3.0% liquor carbonis 

detergens in the exclusive ACID 
MANTLE vehicle. 
economical CORT-QUIN™ 
maintenance therapy 025% micoined 

co us 1.0% dii - 

in atop ic dermatoses in the paclusive 

MANTLE vehicle. 

Long-term use of topical steroids has iad : 
real advantages in most eczematous COR QUIN 
diseases; but this means daily applications 0.259% micronized hydrocortisone @ 
for many weeks and even months after 
visible signs of the disease have in the exclusive ACID 
disappeared,? The 0.25% hydrocortisone MANTLE vehicle. : 


topicals afford therapeutic effectiveness 


at a fraction of the cost.? Dome 


1.) Stoughton, R. B.: Report To The Council ; 3 The exclusive ACID MANTLE vehicle jogen 


erry AMA. potentiates the ingredients in DOME 
170:1311-1315 (July 11) 1959. 2.) Goodman, 
H.: Concentration of Topical Medications Dis- eparations ... restores and main 


rsed in Evaporating Vehicles with Particular . tains the normal protective acidity 


f Hydrocortisone Alcohol, Clin. Med. 
6:781-784 (May) 1959. of the skin...and facilitates healing. 


Si World Leader in Dermatologicals Available as CREMES in 1 oz. 
tubes, 4 oz. and 1 Ib. jars; and 
(ay DOME CHEMICALS INC. as LOTIONS in 4 fl. 02. bottles. 
New York / Los Angeles These preparations are also 

available with hi ie: 

cortisone concentrations, 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH” 
Cholan V 
Cholan HMB 


hydrocholeretic — spasmolytic 


Sphincter 
Muscles in 
Normal 
Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation ——* Normal digestive func- 
tion is quickly restored. 

Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 


meals. Cholan HMB -—dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 
For a trial supply write to Professional Service Department 


Matt) Maltbie Laboratories Division * Wallace & Tiernan Inc. ¢ Belleville 9, N. J. 
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ULCER PATIENT 


SLEEPING 
ON THE JOB?... 


ABBOTT 
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BECAUSE 
HE CAN'T. 


In one recent study,! new Tral® 75 
mg. Gradumet® halted nighttime ul- 
cer pain in 38 of 43 patients who 
were refractory to the usual meas- 
ures. Through a “metering” process, 
Tral 75 mg. Gradumet gives your 
patient most of the medication when 
he needs it most—in the middle of 
the night. 

In the above study, 43 patients with 
refractory duodenal ulcer were given 
Tral 75 mg. Gradumet—one tablet— 
every 12 hours. Among the findings: 
38 patients—88%—were promptly re- 
lieved of nighttime ulcer pain. The 
other five eventually required surgery. 
Because nocturnal pain was a symp- 
tom in all these patients, its relief, the 
author felt, was especially noteworthy. 

In previous studies,?"? the author— 
employing a 48 hour intubation tech- 
nique—reported a marked reduction 
in both volume and acidity of noctur- 
nal gastric secretion in ulcer patients, 
following administration of Tral 75 
mg. Gradumet. 


New Form Tailored 

For Nighttime Use: 

In its new 75 mg. form, Tral Gradu- 
met actually “meters” its release so 
that the patient is receiving a meas- 
ured dose of Tral at eac> point dur- 
ing the sleeping interval. Maximum 
release is timed to coincide with the 
critical 2:00 to 4:00 a.m. peak period 
of nocturnal secretion and discom- 
fort. The unique Gradumet release 
principle is not dependent on pH, mo- 
tility, enzymatic activity or other var- 
iables. In fact, the release rate is so 
predictable that it can be expressed 
as an algebraic equation. 


TRAL 75 
GRADUMET 


AND IN FUNCTIONAL BOWEL DIS- 
ORDERS, SPECIFY NEW FILMTAB® 


TRALCYON™ 


EACH FILMTAB OFFERS 25 mg. 
TRAL PLUS 300 mg. ECTYLUREA 


1. Kasich, A. M., Relief of Nocturnal Pain in Du- 
odenal U!cer, J. Gastroenterol., 33:66, Jan- 
uary, 2. Kas se h, A. M. and Fein, R. D., 
Hexocyclium Methosulfate in Active Duodenal UI- 
cer: Evaluation of a New Anticholinergic Drug in 
Conventional and Long-Acting Forms, Especially 
ts Effect on Gastric pH as studied in 48-hour 
Anal Dis., 3:12, January, 1958. 
3. Kasich, A. Hexocyclium Methosulfate, a 
New in Conventional and 
Long-Acting Forms: Its Effect on Gastric Secre- 
tion, Schweiz. Ztschr. allg. Path., 21:354, 1958. 


®Tral Gradumet — Hexocyclium a in 
Long-Release Dose Form*, Abbott. *Patent applied 
for. tablets, 
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WASELINE ---- 


t 


OPEN HERES 


SIX SIZES, 


thousand and one uses 


The wide range of sizes of ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. gives it a thousand 
and one uses in the hospital and the office treatment room. As a pressure dressing in sur- 
gery ...an occlusive dressing in burns... an emollient dressing on dry and nonacute skin 
lesions . . . a packing in nose, eye, and ear procedures . . . here is a dressing that is conven- 
ient to use and of guaranteed, sealed-in sterility. 


4%" x 72” Selyage-edged Packing 
(in disposable plastic tube) 

Packing for nose, ear canal, or eye 
socket; submucous resection, rhino- 
plasty, ocular evisceration or other 
surgical intervention, nasal hemor- 
rhage. 


stumps, urological and proctological 
work, and many other surgical 
procedures p.r.n. 


3” x 36” Strip 

(in heat-sealed foil envelope) 

When a larger dressing is needed for 
the indications above. 


6” x 36” Strip 
(in heat-sealed foil envelope) 


Extensive burns, pemphigus, cancer 
resections, large-area wounds. 


area burns, pilonidal cysts, small 
packings. 

3” x 9” Strip, and 3” x 3” Pad 
(in heat-sealed foil envelope) 


Skin grafts, colostomies, small-area 
wounds — traumatic or surgical. 


3” x 18” Strip 

(in heat-sealed foil envelope) 
Burns, dermabrasion, traumatic 
wounds, eschar removal, abrasions, 
compound fractures, amputation 


1” x 36” Strip 

(in heat-sealed foil envelope) 
Circumcisions, finger dressings, hand 
surgery, podiatric applications, small- 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trad k of Chesebrough-Pond’s Inc. 


: 
Sy OLATUM GAUZE U < HA 
< ENVELOPE MAY BE AUTOCLAVED OR 


EVEN HOT STAPH.’ SUCCUMB TO 


FURACIN NASAL 


with phenylephrine 


brand of nitrofurazone 


to conquer a growing problem-—resistant staph. 


“We have used FURACIN Nasal successfully in eradicating staphylococci from the 
nasal passages of our nursing personnel. The majority of cases are cleared with 
5 days of treatment.” ! 


routine in sinusitis, rhinitis and nasopharyngitis 


“Intranasal and sinus infections have been found to disappear promptly . . . helps 
to combat the associated nasopharyngitis.” 


= wide bactericidal range m= negligible bacterial resistance = no cross-sensitiza- 
tion or bacterial cross-resistance to systemic agents = low sensitization rate = no 
irritation, no stinging, no slowing of the ciliary beat m= no interference with phago- 
cytosis or healing. 

FORMULA: FURACIN 0.02% with phenylephrine*>HCl 0.25% in an aqueous, isotonic 
solution of sodium salts and methylparaben. 

SUPPLY: Plastic atomizer of 15 cc. for administration by either spray or drop. 


References: 1. Personal Communication to Eaton Laboratories, 1959. 2. Spencer, J. T., in Conn, ee 
H. F.: Current Therapy 1954, Philadelphia, W. B. Saunders Co., 1954, p. 130. us 


*antibiotic-resistant staphylococci 


THE NITROFURANS —a unique class of antimicrobials—neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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Armour 
Pharmaceutical Company 
extends its thanks 
to the profession 


In the several months since the introduc- 
tion of our new oral systemic anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 
ments from the profession regarding its 
clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 
in extending our knowledge of the thera- 
peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 
it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytic activ- 
ities. It liquefies thick secretions in 


bronchitis and in asthma with bronchi- 
tis; eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmic and otorhinolaryn- 
gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 
of therapeutic tools available to the doctor 
for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


Robert A. Hardt 
President 


Th 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical 
Studies with an Oral Anti-inflammatory Enzyme Preparation. Clin. 
Med. 7:519, 1960. 2. Billow, B. W.; Cabodeville, A. M.; Stern, A.; Palm, 
A.; Robinson, M., and Paley, S. S.: Clinical Experience with an Oral 
Anti-inflammatory Enzyme for Intestinal Absorption. Southwestern 
Med. 47 :286, 1960.3. Teitel, L. H.; Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 
_ Patients. Indust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 
Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. ' 
J., and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society 
(March) 1960. 6. Taub, S. J.: Paper presented Annual Meeting Pi 
Lambda Kappa Medical Fraternity, Miami, Florida (March) 1960. 


-A\. ARMOUR PHARMACEUTICAL COMPANY e KANKAKEE, ILLINOIS 
Armour Means Protection ©1960, A. P. Co. 
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back fast with 


TYLENOL 


she’s flying high now... her temperature and discomfort 
brought under control quickly with Tylenol” 


TYLENOL an effective pediatric antipyretic and analgesic’ 


acetaminophen 


remarkably free from toxicity’ 


well accepted, well tolerated by children’ 


TYLENOL ELIXIR— 120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles. 
TYLENOL DROPS—60 mg. (1 gr.) per 0.6 cc.; 15 cc, bottles with calibrated droppers. 
| 


| McNEIL McNEIL LABORATORIES, INC., 32, PA. 


1, Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol ne as a Pediatric Antipyretic- -Analgesic, 


J.A.M.A. 160-1219 (Apr. 7) 1956 
2. Mintz, A. A.: Management of the Febrile Child, J. Ky. Acad, gt: Pract. §:26 (Jan.) 1959. 


| . 
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in the “ulcer prone” { 
in the ulcer patient 


...What good are antacids if the ache is still there? 


= 
5 
Fo 


Formula: Each tablet or 10 cc. Gel 
(2 teaspoonfuls) contains: 

Bentyl (dicyclomine) Hydrochloride 5 mg. 
Aluminum Hydroxide Gel, Dried......400 mg. 
Magnesium Oxide, Heavy.......ssssssessees 200 mg. 
Sodium Lauryl Sulfate............ 25 mg. 
Methylcellulose 


much more than an antacid 
blocks all three sources of 


| pre-ulcer and ulcer pain 


Antacid relief is only partial, because 
acid causes only part of your patient’s 
discomfort. In almost every case, he 
suffers with painful G. I. spasm, too. 
Kolantyl stops it. Of course, most 
antacids will soothe irritated mucosa. 
Kolantyl, however, does more... helps 
prevent further erosion, promotes 
healing. And when you prescribe 
Kolantyl, your patients will take 

it gladly. You see, Kolantyl 
tastes extra good. 

Dosage: 1 tablespoonful or 
2 tablets, every three 
hours, as needed. 


= 
— 
THE WM. S. MERRELL COMPANY « Cincinnati, Ohio/St. Thomas, Ontario — . 


contain 
upper 
respiratory 
infection 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


fast decongestion 


inner 
, Triaminic®, 25 mg., three active components stop running noses. 
pr ot ection Relief starts in minutes, lasts for hours. 
with... 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
\ minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY : Lincoln, Nebraska 


a division of The Wander Company 
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for relief that lasts —longer 


Trigger finger 
Peritendinitis 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘ayDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


5-cc. vials. 
M s) D 


MERCK SHARP &@ DOHME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 1, PA. 


Buration of relief 
exceeds that 
provided by any 
other steroid 
ester 


(6 days—37.5 mg.) 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 
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& 
Prednisolone Acetate! 


now in threatened premature delivery 


Brand of piperidolate hydrochloride, hesperidin complex and vitamin C 


prolongs gestation / increases fetal survival rate 


no intolerance /no endocrine disturbance / reduces need for bed rest 


In a study of 618 pregnancies over a period 
of 4 years, premature births were reduced 
from 13.1% of 168 patients without Dactil 
to 4.7% of 450 patients with Dactil.* In the 
treated patients birth weights were increased. 


Dosage: 1 tablet q.i.d. from the beginning of preg- 
nancy in any patient with a history of previous 
difficulty. For more information send for Dactil-OB 
brochure. 


*Stephens, L. J.: The Prevention of Premature Delivery, presented 
at the Pacific Coast Fertility Society, Las Vegas, Nevada, November 
15, 1959. 72560 


LAKESIDE 
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DRAMATIC 


physical and emotional 
relvef an 


ANGINA 
PECTORIS 


‘round-the-clock 
protection against 
both pain and fear 


COROVAS 


Tymeaps COROVAS is a nontoxic, uniform- 
acting, long-acting vasodilator to control 
or prevent attacks of angina pectoris. One 
COROVAS Tymcap upon arising provides 
up to 12 hours of continuous coronary 
vasodilation, and another COROVAS 
Tymcap before the evening meal affords 
maximum protection against seizures all 
night. COROVAS alleviates the associated 
fear of pain. Reduces the need for emer- 
gency nitroglycerin. Safe and effective for 
long-term therapy. 


SUPPLIED — Boxes of 60 and 120. 


PROLONGED, SUSTAINED ACTION OF VASODILATING PENTAERYTHRITOL TETRANITRATE 
(PETN) 30 MG., AND SEDATIVE SECOBARBITURIC ACID 50 MG. IN EACH COROVAS TYMCAP. 


AMFRE GRANT, INC. 


Brooklyn 26, N.Y. 
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in nine years Novahistine hasn't cured a single cold...but it has been prescribed 
for relief of symptoms 


in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


illad PITMAN-MOORE COMPANY ovision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 


Novahistine | P 


LONG ACTING 
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pre- and 
postoperatively 
66 99 
Premarin 
Vaginal Cream 
facilitates 
surgery...favors 
healing 
In the postmenopausal patient undergoing surgery, “Premarin” 
Vaginal Cream, used locally both pre- and postoperatively, helps 
restore the atrophic and friable mucosa to a healthier, more normal 
state by promoting proliferation and vascularity of the epithelium. ae 
Surgery is facilitated, and healing takes place more rapidly. In aS 
addition, by lowering the vaginal pH, “Premarin” Vaginal Cream x 
helps create an environment unfavorable to the growth of patho- 


gens. (Suggested therapy: 2 to 4 Gm. daily for about 10 days 
before and 10 days after surgery.) 


In senile vaginitis, “Premarin” Vaginal Cream also greatly sim- 
plifies treatment by restoring the influence of estrogen directly 
to the vaginal mucosa. In this condition its healing and soothing 
effect is almost immediate. 


“Premarin” H-C Vaginal Cream (with hydrocortisone) is valuable 
when immediate anti-inflammatory, antipruritic action is needed. 


Supplied: “Premarin? Vaginal Cream—0.625 mg./Gm. conjugated 
estrogens, equine in nonliquefying base/14 oz. tubes w. applic. 
“Premarin” H-C Vaginal Cream—same estrogen content plus 1 
mg./Gm. hydrocortisone (present as acetate) /1 oz. tubes w. applic. 


In monilial vaginitis, ““Vanay”’ Vaginal Cream is particularly effec- 
tive therapy. Unique self-regulating action maintains continuous 
fungistatic control without danger of local irritation. Nonsensitiz- 


ing, nonirritating, nonstaining, odor-free. =] 


(or AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada areLicarions 


“Vanayg, Vaginal Cream — Brand of Triacetin. 6034 
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IN THE EFFECTIVENESS AND SAFETY OF = 


BENEMID. 


PROBENECID 


IN GOUT 


4 
| 
SINCE 1950...TE ‘OF GROWI FIDENCE 

| 


into clinical medict 


8 Ub teas Neen 


On Of probenecid /BENEMID 


great deal of justifiable 
on the use of this drug 
pa have gout should be offered prolonged 


probenecid...,"1 


Six-Year Follow-Up on Probenecid (BENEMID ) 


Therapy, Arthritis a: 
nd Rheumatism 2:193, 


= SONEMID is "remarkably free from toxic side 
~ reaction....Patients tolerate the drug well."© 
Lock: bo .: Does Your 
Patient Have Gout?, Scientific Exhibit, 
? 
June 3-7» 1957. 
uricosurice the drug he We 
“un s 
ay 
Kron, K, M 
tion, Atlantic City, 3 
une 8-12, 1959 | 


bottles of 100 and 1000. 


Supply: BENEMID* probenecid, 0.5 Gm. tablets, 
BENEMID. Bottles of 100. 


Also available: CoLBENEMID* 0.5 mg. colchicine and 0.5 Gm. 


write Professional Services, Merck Sharp & Dohme, West Point, Pa. ‘ 
K & CO., INc., WEST POINT, PA. 


— TRADEMARKS OF MERCK & CO., INC. 


For additional information, 


MERCK SHARP & DOHME, DIVISION OF MERC 


* ENEMID AND CoLBENEMID AR 
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ANTACID THERAPY 


is indicated: 


| WHENEVER an ANTACID 


e Peptic ulcer (gastric and duodenal) 


e Heartburn due to dietary or alcoholic 
indiscretions, pregnancy 

e@ Gastric hyperacidity associated with 
acute, subacute, and chronic gastritis 

e@ Drug-induced gastric hyperacidity re- 
sulting from administration of salicyl- 
ates, corticosteroids, reserpine, etc. 


for bedridden as well as ambulant patients 
Pleasant Tasting 


milk-like action... 
no constipation or laxation... 
no interference with gastrointestinal absorption... 


Titralac 
TABLETS 


Prompt prolonged action 
anywhere, anytime. 
Smooth, deliciously fla- 
vored tablets may be chew- 
ed, lved in mouth, or 
swallowed with water. 


Availability: White, mint-flavored 
tablets, each containing lycine 
0.18 Gm. and calcium carbonate 
0.42 Gm. In bottles of 100. 


teaspoonful 


Titralac’ 
LIQUID 
dust one teaspoonful—not 
ounces or tablespoonfuls. 


Fresh minty flavor appeals 
to the futicky palate. 


quid, (6 cc.) 


when spasm is a predominant factor 


Titralac-SP- 


Titralac plus homatropine 
methylbromide, for acute 
P. or when spasm con- 
tributes to symptom pic- 
ture. Same delicious taste as 
Titralac tablets and liquid. 


Availability: Pink, mint-flavored 

tablets, each containing Titralac 

formula plus 0.5 mg. a 
methylbromide, bottles of 1 


Northridge, 


WW 


to relieve 
muscular 
pain 


TOPICAL ANALGESIC CR 


proven penetration and duration 


HUMAN URINARY EXCRETION OF SALICYLATE 
AFTER APPLICATION OF MYOFLEX 


URINE SALICYLATE 
Mg/100 cc. 


2.5 


2.0 
is A 
/ 


1.0 
0.5 
0 


HOURS AFTER APPLICATION 


for alleviation without irritation 


Following application of Myoflex to the human skin, traces 
of salicylate (conjugated) in the urine were evident within 
2% hours, with strong salicylate response after 5 hours and 
salicylate still present after 62 hours. Using the cup method 
in animal muscle tissue, the zone of penetration of Myoflex 
measured 8 to 10 times that of ordinary analgesic ointments. 


Myoflex action is true analgetic penetration — not increased 
circulation through irritation or peripheral vasodilation. 
Contains no lacrimating volatile ingredients — causes no 
burning or reddening of skin, may be bandaged with com- 
plete safety. No medicinal odor. Won’t stain. 


(Myoflex is triethanolamine salicylate, W-T, 10% in a cos- 
metic textured vanishing cream base) 
THE WARREN-TEED PRODUCTS CO. 
COLUMBUS, OHIO 
Chattanooga Dallas los Angeles Portland 
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COLDS AND SINUSITIS— 
THE RIGHT AMOUNT SPACE” 


RIGHT AWAY 


(I) LABORATORIES 
New York 18, N.Y. 


NEO-SYNEPHRINE’ 


rand of phenylephrine hydrochlorid 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink- 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
¥e% to 1%; and in aromatic solution and water 
soluble jelly. 
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Now...the only with extra-broad spectrum benefits:— 

H action at lower milligram intake...broad- 

Ny statin combination range action...sustained peak activity... 
with extra-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethyichlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qi» 
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THE STOMACH 
FREE 


THE MIND OFF 
THE 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 
IN Two 2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


WALLACE LABORATORIES Cranbury, N. J. WW) 
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A NEW PREPARED MILK 
FORMULA FOR MORE 
EFFICIENT NOURISHMENT 


Looks and tastes like milk... offers 
nourishment comparable to that received 
by infants who are successfully breast fed. 
Immediately acceptable to the newborn, it 
helps the infant make an easy transition 
to fresh milk later. 


Excellent protein and calorie utilization. 
A recent clinical study' indicated that in- 
fants receiving Modilac, in general, per- 
formed more efficiently than those of the 
control groups; weight increment from 2 
to 16 weeks was highest; weight gain per 
unit of protein or per calorie consumed 
was greatest. 


Modilac is “flash-sterilized.” Browning 
and caramelization, the result of amino- 
sugar bonding and prolonged high process- 
ing temperatures, are markedly reduced. 
Destruction of heat-labile amino acids and 
vitamins is minimized. 


The carbohydrate modifier in Modilac 
is high in dextrins, low in reducing sugars 
. . . provides “spaced” CHO assimilation. 


Corn oil replaces butterfat, helps to 
maintain linoleic acid blood serum levels 
comparable to those of breast fed infants 
. . . assures optimal caloric efficiency.” 
Added vitamins A, C, D, B, and thiamine 
appropriately supplement the natural vita- 
min content. 


GERBER- BABY FOODS are our BUSINESS... OUR ONLY BUSINESS!® 


1. Mosovich, Luis L., Pessin, Vivian and Lowe, Charles U.; Effects of Milk Composition on Baby Composition, AM. 


J. Dis. Child. 100: 791-792, 1960. 
2. Adam, Doris J. D., Hansen, Arild E. and Wiese, Hilda F.; Essential Fatty Acids in Infant Nutrition, J. Nutrition 66: 


555-564, 1958. 
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“If one digitalis agent were 


to be recommended for its 
many 4 


tability the 
ingencies, 


varied clinical conti 
we believe Digoxin ' wou 


the drug of choice.” 


gitalis Therapy: 
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Low S. A.: Current Com | 
n, B., and Levine, | 
Little, Brow? & Company, 1954, P- 
BL 
| = WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. | 


Infectious folliculitis with secondary impetiginization treated with FURACGIN-HC Cream—6 days later 
improved and discharged. 


Pyodermas: 
fight 
infection, 
facilitate 
healing 
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In clinical use for more than 138 years and today the 
most widely prescribed single topical antibacterial, 
Furacin retains undiminished potency against patho- 
gens such as staphylococci that no longer respond ade- 


quately to other antimicrobials. Furacin is gentle, non- 
toxic to regenerating tissue, speeds healing through 
efficient prophylaxis or prompt control of infection. 
Unique water-soluble bases provide thorough penetra- 
tion, lasting uctivity in wound exudates, without “seal- 
ing” the lesion or macerating surrounding tissue. 


the broad-spectrum 


bactericide exclusively 


for topical use 


Tissues 


FURACIN 


brand of nitrofurazone 


in dosage forms for every topical need 


Soluble Dressing / Soluble Powder 
Solution / Cream / HC Cream 

(with hydrocortisone) / Vaginal 
Suppositories / Inserts / FURESTROL® 
Suppositories (with diethylstilbestrol) 
Special Formulations for Eye, Ear, Nose 


EATON LABORATORIES 
Division of The Norwich Pharmacal Company ~ 
NORWICH, NEW YORK 
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A new way to serve and support 
osteopathic education and re- 
search —the A.A.O.A. offers this 
appropriate and colorful Christ- 


mas Card. 


The National Osteopathic Foundation will 
benefit from the distribution of this Christ- 
mas Card. These funds will be used for 
osteopathic education and research that the 
health needs of people everywhere may 
be served. 


This card is designed for .. . 


PERSONAL CHRISTMAS GREETING, 
DOCTOR-PATIENT CHRISTMAS GREETING, 
THANK-YOU FOR DONATIONS TO SEAL PROGRAM. 


AUXILIARY TO THE AMERICAN OSTEOPATHIC ASSOCIATION 


Association Office 
Auxiliary to the American Osteopathic Association 


12600 Harold Avenue PRICE LIST 


Palos Heights, Illinois 


Quantity bapeinted Plain Lots Of: Plain Name Imprinted 
Name 100 $12.00 $15.00 
Name to be imprinted 50 6.25 7.75 
Address 25 3.25 4.00 

City Zone ____ State _ On orders less than 100 cards, a 


find enclosed handling charge has been added. 


(Remittance must accompany order) 


Receipt for income tax deduction will be furnished with anne. 
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for chronic bronchitis 


The Original Tetracycline Phosphate Complex 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules—tetracycline phosphate 
complex—each equivalent to 250 mg. tetracycline HCI 


activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK BRISTOL TETREX Syrup —tetracycline (ammonium polyphosphate 
Div. of Bristol-Myers Co. ‘ue buffered) syrup—equivalent to 125 mg, tetracycline HC! 


activity per 5 ml. teaspoonful. Bottles of 2 fl. oz. and 1 pint. 
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‘control of the lumbar Spine’s flexion 


_ Effective fixation | or limitation of | 
anions spine’s antero-posterior and lat- 
eral flexion is secured in two ways with 
is OTC Spinal Brace model 1312: 
from the outside, by the rigidity of 
individuall fitted steel ts 
aluminum 
from the uikide, through supporti 
pressure from the 
activated by == brace’s “‘pie- 
and four sets of encircling 


Jhatever OTC Support or Orthor edi 

ppliance you prescribe, you and your | 

tient can always expect these benefits: _ 
Therapeutically Sound, designed and a 
constructed to aid you in securing 
desired therapeutic result. 


| 
» scription at y authorized win 
| «ORTHOPEDIC APPLIANCES Eve Avenue Cincinnati 8, 
| 
| 
| pot 


THE FACTS ABOUT MER/29 


at reduces total body cholesterol 
in 8 out of 10 

—and these are the patients 

most likely to benefit 


your patient with high cholesterol levels... 


MER/29 reduces both serum and tissue cholesterol, irrespective of diet.’ 
In 463 patients, the mean cholesterol was reduced from 324 mg.% to 
253 mg.% — an average decrease of 71 mg.%.* 


your patient with angina pectoris... 
_ concurrent benefits have been’ reported in some patients receiving , 
MER/29. These include" decreased ‘incidence and severity of attacks, 


improved ECG patterns, diminished nitroglycerin requirements, and 
increased sense of well- being.’ 


your patient with infarction... 


while more tune is needed’ to determine the Over-all prognostic signifi- 
canice, it has been observed that MER/29 “... reduced morbidity and 
mortality rates below those of control series during the first year follow- 
ing coronary thrombosis.” 


your patient with generalized atherosclerosis... 


atherosclerosis “...has been shown to afflict about 77% of American 
males as early as in the 20-t0-30 age tange.’” With MER/29 you have 
a new, well-tolerated means of lowering cholesterol — which has been 
considered “.. . the sane qua non of the atheromatous lesion.” 
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compatible with other cardiovascular therapies: MER/29 can be used along 
with other measures to control anxiety, hypertension, obesity, and other conditions 
associated with cardiovascular disorders. These include anticoagulants, nitro- 
glycerin, and PETN. 


safety data: Patients have now been treated with MER/29 for relatively long and 
continuous periods. In no case has there been evidence of serious toxic effects on 
the function of any vital organ or system. However, since long-term MER/29 
therapy may be necessary, periodic examinations, including liver-fanction tests, 
are desirable. Side effects (nausea, headache, dermatitis) are rare and have usually 
been associated with dosages greater than those recommended for effective therapy. 


contraindication: Pregnancy. Since MER/29 inhibits cholesterol biosynthesis, and 
cholesterol plays an important role in the development of the “aoe the drug 
should not be administered during pent. 


supplied: Borcles of 30 pearl gray capsules. 


.. the first cholesterol-lowering agent to inhibit the formation of excess 
cholesterol within the body, reducing both tissue and serum cholesterol 


...no demonstrable interference with other vital biochemical processes 
reported to date 


... convenient dosage: one 250 mg. capsule daily before breakfast 


... toleration and absence of toxicity established by 2 years of clinical 


(triparanol ) 


References: 1. Hollander, W., and Chobanian, A. V.: Boston M. Quart. 10:37 (June) 1959. 
2. Oaks, W., and Lisan, P.: Fed. Proc. 18:428 (Mar.) 1959. 3. Oaks, W. W., et al: 
A. M. A. Arch. Int. Med. 104:527 (Oct.) 1959. 4. Lisan, P.: Proceedings, Conference on 
MER/29, Progr. Cardiovasc. Dis. 2:(Suppl.)618 (May) 1960. 5. Oaks, W. W.: Ibid., 
p. 612. 6. Hollander, W.., et al.: Ibid., p. 637. 7. Halperin, M. H.: Ibid., p. 631. 8. Toro, J.: 
Ibid., p. 544. 9. Morrison, L. M.: J.A.M.A. 173:884 (June 25) 1960. 
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4 essential actions in a single 
tablet @ to simplify treatment 


of the hypertensive complex 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


SerpasiL® (reserpine crea) 

AprESOLINE® hydrochloride (hydralazine 
hydrochloride cra) 

Eswrrx® (hydrochlorothiazide crea) 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es therapy 
also benefits the hypertensive patient. 


2/ 


JO 


| 
h 
| c 
| 
| 


eSer-Ap-Es 


Inclusive single-tablet antihypertensive 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Szr-Ap-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline 


hydrochloride, and 15 mg. Esidrix. 
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Geriliqui 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
e Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 


Dosage: One or two teaspoons three times dally before meals. 
Supplied: 8 oz. bottles. 72260 
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Our destiny is what we make it 


OTTERBEIN DRESSLER, D.O., M.Sc., P.Sc.,* 
Detroit, Michigan 


As, when a thing is shapen, it shal be. 
—Chaucer, The Knight's Tale 


In this hour we have arrived at the completion of 
another great historic national convention. If I 
interpret your program chairman aright, his intent 
was for this to have been a sort of year-end “taking 
account of stock.” There has been a great deal of 
wholesome searching self-analysis, a process of 
assaying our accomplishments not only of this year 
but rather over the past 65 years. We have been 
asked to assay our position and take lessons from 
our past, and the past of others, to try the better 
to guide our efforts in the future. This latter area 
is the task assigned to this hour—an attempt to put 
a “capstone” upon the work of this convention. 

Today would be one of much greater joy to me 
if it were not for the faces that are missing among 
us. Your progress, the progress of our profession 
throughout our great land is a marvel to behold; 
yet I cannot repress the pangs of nostalgia when 
I recall the faces of those who used to sit here 
among us: the noble, the stalwart, the valiant 
workers in our vineyard. It bespeaks the wisdom 
of the Creator that He takes these to make up 
His Great Kingdom beyond the grave. It also 
teaches us the lesson that the time now is ours; 
the baton has been passed on to us; now is the 
time that we must use to assert our leadership. 
(God grant that we might do as well as our 
predecessors.) The job now is ours to do as we 
can and to do as we will. Motivation is not neces- 
sarily enough; desire is not enough. Someone has 
observed that even in horseracing “it is not enough 
to have a horse that can run; you have got to have 
a horse that will run!” In the pursuit of our objec- 
tives it is not enough that we select workers who 
Presented at the Sixth-Fourth Annual Convention of the American 


Osteopathic Association, Kansas City, Missouri, July 22, 1960. 
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can do the job, it is more important to be sure 
that those selected will do the job and do it well. 
From those who have gone before we might also 
take the very realistic lesson that the time is indeed 
now for us, for we too are traveling along the 
road to that “undiscover’d country from whose 
bourn no traveller returns.” 

Last July (1959) many of us approached our 
national convention with mixed feelings. For sev- 
eral generations, indeed throughout the history of 
our profession, others—people outside of our pro- 
fession—have been telling us, and telling all who 
might listen and all who might hear, just who we 
are and what we are. Many of our own people 
have been so foolish as to repeat these same 
statements over and over again until they too have 
come to believe that these represent the facts 
about themselves. Now in the year 1959 it appeared 
that perhaps the time had arrived when we should 
relinquish our identity and become a part, a very 
small part, of the great “main stream” of medicine 
in America. All of us were not like-minded in the 
direction that this was the right course to pursue, 
nor were we minded that this was the right time 
to pursue it. Furthermore, some of the conditions 
evident or implied, plus a study of the history of 
the healing arts, caused us to assert resistance. 

It strains my patience to see and to hear the 
endless, the pointless, the unproductive compari- 
sons between medicine and osteopathy; the differ- 
ences between osteopathy and medicine. We are 
medicine: we are just as much medicine as any 
of the other schools of medicine; we are the 
osteopathic school of medicine. 

Some time ago it became necessary that I “pinch 
hit” on a radio program. This program was pre- 
sented on Sunday noon just about the time that 
folks were going home from church and on a 
program that I was sure many people have “tuned 
in” while driving home from worship. I was asked 
just this same question, “What is the difference 
between osteopathy and medicine?” My reply was, 
“That is just about the same thing as asking what 
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We have no quarrel nor opposition 
to any other school of medicine, but we 
do believe that the wholesome 
competition has been to the best 
interests of the American people 


and of American medicine 


is the difference between Methodists or Presby- 
terians or Baptists and Christians. They are all 
Christians; osteopathy is just as much medicine 
as these various denominations are Christians.” 
Some one is sure to say, “Now don’t you go drawing 
analogies between medicine and religion; you are 
mixing science with philosophy.” That just is not 
true, for medicine is not a science—it is an art 
and is so recognized by statute and by courts 
of law. 

Perhaps I will try your patience just a bit more 
by another analogy between medicine and religion. 
There are many people who hold that schism and 
sectarianism will be the downfall of the Chris- 
tian and of the Jewish religions. I cannot believe 
this to be true. I confidently hold to the opposite 
point of view. Schism, sectarianism—here is a tower 
of strength in religion! Here is evidence of toler- 
ance, of cooperation, of broadmindedness, an evi- 
dence of efforts in the direction of providing for 
the needs of each as well as providing for the 
needs of all. It is relatively unimportant what is 
best for us, what is best for the osteopathic school 
of medicine; but it is all-important what is best 
for all of the people, what is best for our nation, 
and what is best for mankind in general. We con- 
fidently believe that sectarianism is a good thing, 
that sectarianism has been a good thing in Ameri- 
can medicine. 

It would seem most likely that there are other 
forces outside the profession that have a deep and 
abiding interest in us as a separate school of medi- 
cine, and I have a very strong feeling that these 
forces too will extend themselves to cause us to 
maintain a separate school of medicine. We have 
no quarrel with, nor have we any opposition to, any 
other school of medicine, but we do believe that 
the wholesome competition of our school of medi- 
cine has been to the best interests of the American 
people and to the best interests of American medi- 
cine. This is just the American way of doing things; 
this is a part of the American way of life. 

Here have been just some of the reasons why 
some of us felt that July 1959 had to be a time 
of decision, a time for a forthright statement of our 
beliefs and of our intents. Now that we as a pro- 
fession have made our stand, a forthright stand, 
an honest stand, we have a renewed opportunity, 
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if we but will, to determine our own future. That 
is why when I was asked for a title for my remarks 
for today, I chose “Our Destiny Is What We Make 
It.” In my more conservative way I would probably 
rather have said “Our Destiny Is Pretty Much 
What We Make It,” but that would not have looked 
quite so emphatic in print. 

Our greatest danger springs from another old 
American custom, discontent: discontent with what 
we have and discontent with what we are. Dis- 
content, no matter what the area, springs from an 
unfortunate human failing, comparisons. Horace, 
in one of his epistles, said, “One who likes another's 
lot of course dislikes his own,” and in another 
epistle, perhaps a bit more mature, stated it even 
more aptly: “Admiring others’ lots, our own we 
hate.” I do not know if by one telling or one 
reading you can see the not-too-subtle difference! 
In the latter there has been interjected the element 
of greed, the element of covetousness. When we 
admire another's lot, let us be sure that we are 
well equipped with the true facts and, more to 
the point, all of the facts concerning the other’s 
lot. Perhaps we might be mistaken, perhaps even 
completely mistaken, about the other's lot. 

Now that we have made our stand clear to 
others and, perhaps of far greater importance, 
clear to ourselves, let us develop our destiny in 
the direction of what is best for all the people 
of our land and in the direction of what is best 
for mankind. Perhaps again too much looking into 
other fields has caused us to fail to observe that 
just as the hairs are beginning to gray about the 
temples of some of us, so too our profession has 
matured and has developed even deeper traditions. 

The traditions, the lore, the romance of the 
osteopathic school of medicine go back to Imhotep 
and to Hammurabi and to Hippocrates just as 
much as for the other schools of medicine. Ours 
has been and is a reformed school of medicine. 
This in itself is not singular in the history of 
medicine—there have been many reformed schools 
of medicine—there has ever been much reforma- 
tion in medicine. For the most part these reforma- 
tions, or one might hope that at least the best 
parts of each of these reformations, have been 
swept up into the main stream of medicine. The 
best, the greatest of the reforms of our school of 
medicine, too, have been swept up into the main 
stream of medicine, so much so that we for the 
most part have lost sight of them. Take away the 
fundamental principles, take away the founding 
principles of our school of medicine, and there 
would be little remaining of any rational school 
of medicine in our time. 

In the summer of 1958, in Washington, when 
your national organization took occasion to restate 
our objectives there was quite an outburst in the 
public press. Many of our people were indignant! 
At least one of these “outbursts” in the public 
press showed greater wisdom than ourselves, for 
it focused attention upon “the stone discarded” by 
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most of our people but which in reality is the very 
“cornerstone” of our school of medicine. It is for 
this reason that I “lifted” these materials out of 
Time magazine and gave them a place of promi- 
nence in the Andrew Taylor Still Memorial Address 
for 1959. The more or less full text of this address 
can be found in the November 1959 issue of THE 
Journat.} 

At the risk of being a bore I am going to quote 
here a section of the Andrew Taylor Still Memorial 
Address of 1959, titled “Still’s Greatest Contribution 
to Medicine.” 


Just a year ago I had a small part in adopting resolutions 
for a restatement of the purposes of the American Oste- 
opathic Association and thus of the osteopathic school of 
medicine. I fervently believe along with my colleagues that 
this restatement more nearly states the truth about our 
objectives than any other, that it states them more clearly, 
and that it is a more proper statement. It has been received 
in many ways and with varying interpretations. Some 
criticism has been vitriolic. In the public press there have 
been some statements that to many of us have appeared 
biased, slanted, scathing, or unfair. Whether they were or 
were not and whether or not they were intended to be 
unfair, is beside the point at the moment. However, I should 
like to lift some statements from one of these presentations; 
and I hasten to add that I.am not lifting them out of 
context. This particular presentation states that “Osteopathy 
got its start in 1864.” This is not untrue in the sense 
presented in this particular article; however, Still did say 
that his ideas crystallized in June of 1874. It might well 
have taken 10 years of searching, researching, and thinking 
to crystallize principles. The point of importance is that, 
in the language of the courts, we are attempting to establish 
a date. 

Further, the same item states, “Physician Still proclaimed, 
‘I believe that the Maker of man has deposited in the 
human body drugs in abundance to cure all infirmities. ... 
All the remedies necessary to health are compounded within 
the body.’” To paraphrase these statements of Still—with 
which, incidently, we find no objection—the things neces- 
sary to cure disease are resident within the body; they are 
not foreign materials taken in from without. Or perhaps 
this is also paraphrasing Hippocrates of more than 2,000 
years ago whose most accepted aphorism was, “Consider 
the body as well as the disease.” This, in the public press 
of 1958, is a remarkably good statement of the major 
premise of Still as early as 1874, June of that year by 
his own account. Nor was this only his major premise but 
it was the very foundation of the osteopathic school of 
medicine. Herein lies the most profound, the most earth- 
shaking pronouncement in medicine in over 2,000 years. 
Here is the birthright of our school of medicine that many 
of our people have so consistently denied. Here at once 
was the most diabolical, the most absurd, the most ridicu- 
lous, the most heretical statement in 1874, in complete 
defiance of all the acceptable teaching in medicine. On 
one hand medicine was extending itself throughout the 
world, unearthing exotic herbs, extracting and preparing 
compounds which when taken into the body from without 
would cure disease; and here on the other hand was an 
eccentric who dared to oppose all prevailing opinion by 
the absurd notion that the things necessary to cure disease 
are made within the body. Here was a most dangerous 
individual who must be destroyed. 


Here is a phenomenon repeated many time over 
in the development of civilization; the more wonder 
that man does not learn his lessons more speedily. 
This is the phenomenon alluded to by James Russell 
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Take away the fundamental principles, 
take away the founding principles 
of our school of medicine, 
and there would be little 
remaining of any rational school 


of medicine in our time 


Lowell in The Vision of Sir Launfal, when he sings: 


The Grail in my castle here is found! 
Hang my idle armor up on the wall, 
Let it be the spider’s banquet-hall 


This is the burden of Russell Conwell’s Acres of 
Diamonds. This is what Longfellow was telling in 
Gaspar Bercerra: “That is best which lieth nearest 
...” Search if you will the whole world through 
for therapeutic weapons, but it was Andrew Taylor 
Still who led the great reform in medicine when 
he redirected man’s attention to “the body rather 
than the disease,” when he said “the things neces- 
sary to cure disease are resident within the body.” 
Here was Still’s greatest contribution to medicine 
and his greatest contribution to mankind. 

There are those who still maintain that we “don’t 
get enough recognition!” What more recognition 
can we want than to have medicine throughout 
the world accept and adopt the major premise of 
our school of medicine? What more recognition can 
we want than that government and the people have 
placed their implicit faith and confidence in us; 
they have placed their lives, they have placed 
their happiness, they have placed their comfort, 
and they have placed the future of their children 
in our hands. This is an almost terrifying responsi- 
bility. Now that we enjoy all of this recognition, 
now that we have all the responsibility that must 
go with such widespread recognition, what are we 
going to do with it all? 

Perhaps if “Our Destiny Is To Be What We 
Make It” we need to have a more positive approach: 
a more positive approach in and to our thinking, 
a more positive approach in our doing, a more 
positive approach in our objectives. Many of you 
have heard me present the one principle that I 
believe underlies success no matter what the honest 
venture might be; it is very simple to state, perhaps 
more difficult of implementation: “All you need 
to do is what you are supposed to do, nothing 
more but also nothing less.” Even the Divine 
Creator does not expect more than this of you. 
I am fully persuaded that this rule must apply 
to our profession. What we need most is a new 
dedication, what we need is a rededication to the 
things that are right: a new rededication to dis- 
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charge our duties as citizens of the world, for 
medicine is indeed international. 

There is much wisdom in the old adage, “Tend 
to your own knittin’.” This would seem to be par- 
ticularly applicable to our profession and at no 
time more particularly so than now. Manipulation 
of the body is not “the all” of the osteopathic 
school of medicine. People outside our profession 
and many of our own people have been striving 
to drive us behind just such a “fence.” Nevertheless, 
manipulation is a tremendously important thera- 
peutic weapon. By the militant insistence of some 
people outside of our profession and by the admis- 
sion of many of our own people, this field is our 
rightful heritage. In any event, we, the osteopathic 
school of medicine, are in the most advantageous 
position to develop this important art. One of our 
most positive programs, if we are to fulfill our 
destiny, must be the development of manipulation 
to the greatest possible degree of usefulness. 

Recently a very prominent doctor cited a case 
in which the patient might well have benefited by 
manipulation. His consultant was able to quote with 
the greatest erudition from many of the “standard 
texts” on the treatment of the condition involved. 
Again and again the consultant pointed out that 
none of these authorities had even mentioned, much 
less recommended, manipulation! Should this sur- 
prise one? These authors had probably never been 
exposed to the merits of manipulation; they had 
not yet come abreast of the refinements of manipu- 
lation as has been practiced by many of our doctors 
for many years. Then, too, there is such a thing as 
what “happens to be fashionable” in therapeutics at 
any given time. Somewhere, sometime our people 
must systematically develop and document the 
pharmacodynamics of manipulation—a ‘materia 
osteopathica. Somehow we have to provide for 
the art of manipulation the same dignity accorded 
other therapeutic methods. 

No doctor of any school of medicine can afford 
to discount the importance of manipulation, nor 
can he afford to discount the possibility of worth 
from manipulation in any condition. Someone is 
sure to object, “This is all well and fine, but because 


Somewhere, sometime our people 
must systematically develop 
and document the pharmacodynamics of 
manipulation—a materia 
osteopathica .. . to provide for the 
art ef manipulation the same dignity 
accorded other therapeutic methods 


of the man-hours involved in applying such a thera- 
peutic procedure it is not applicable to the masses!” 
This is a point well taken, but the same objections 
might with greater validity be aimed against sur- 
gery or psychiatry or dentistry. There are serious 
needs to try to make all forms of therapy more 
available to the masses. In any event we have made 
our great contributions to mass medicine in devel- 
oping the philosophies of public health, hygiene 
and sanitation, and more particularly, individual 
and mass immunity. 

All of us are greatly thrilled by the tremendous 
advances of pharmacology in recent years. We now 
have at our disposal materials and methods capable 
of pharmacodynamic effects undreamed of only a 
few short years ago. There seems to be little doubt 
that financial support for pharmacologic research 
will continue in volume, for there is here the 
possibility of financial gain. Our support for the 
development of manipulation must be very much 
more altruistic. 

Looking at just our own little personal worlds, 
we may not believe it, but those who should know 
the most about these things have pointed out to 
us that there are not enough doctors in our country, 
and that in a relatively few years there will be 
an even more alarming shortage of doctors. If this 
is true, and we have every reason to believe that 
it is true, it then becomes our responsibility, if we 
are to achieve our destiny, to educate more doctors 
than we ever have before in our history. To accom- 
plish this end it would seem necessary to enlarge 
our schools and to add to the number of our 
schools. If we are to survive we must be at this 
at once; if we are to discharge our responsibility 
to mankind we must be about this at once. Some- 
one is sure to say there is no room for other schools; 
there is no room, for example, for another school 
on the Atlantic seaboard since we have a school 
there already. Indeed! No one seems to have com- 
plained of overcrowding with five medical schools 
in Philadelphia alone, besides our own! There is 
plenty of room everywhere in our country for the 
development of more osteopathic colleges. Each of 
our existing schools could, under guidance, be 
greatly expanded to accommodate more students. 
A far greater problem probably is to find more 
people qualified and willing to teach and to be 
able to find the funds to pay teachers a living 
wage. 

There is a great need for a “general overhauling” 
in medical education. The situation has become 
more than critical. If we are to take our rightful 
place and achieve our destiny we must become 
leaders in this direction. The Michigan Osteopathic 
Bulletin recently carried an article entitled “Will 
There Be A Doctor In The House?”? I recommend 
it to your careful study. That I was its author is 
quite coincidental! Here you will find this state- 
ment: 


When confronted by grave problems, there is a tendency 
to react by “the despair that wrings its hands” or by pro- 
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posals that are so radical that more is sacrificed than gained. 
The problem facing us is of the greatest gravity but what 
we need is a conservative yet positive... program. 


In the article “Will There Be A Doctor In The 
House,” I have taken the opportunity to express 
some of my views on the “period of education”: 


All of us must do what we can to oppose any movement 
that might tend to make the education period for doctors 
longer—perhaps it is already too long! A young doctor 
has a right to develop the ability, and he has a right to the 
opportunity to “assert judgment before senility!” True, each 
year there accumulates more and more factual information 
to be learned, but the candidate should not be expected 
to learn all the minutia in the four short years of profes- 
sional school, all the minutia that it has taken specialists 
a lifetime to learn. Somewhere, someone has got to deter- 
mine a minimum of factual knowledge that will produce 
a qualified doctor. 

It is equally important that we oppose any radical change 
to shorten the educational period dangerously. In some 
areas the “six years for medicine” programs would “short 
change” the candidate, for it would deny him the oppor- 
tunity for a truly liberal education... . 

The course in professional school needs to be streamlined 
with the objective of producing good doctors. Too much 
time is being used to mollify students by allowing them to 
“play doctor” before they are prepared to assume such 
responsibilities. What with this “playing doctor’ and the 
expansion of clerkships, the young doctor arrives at intern- 
ship with neither the zest nor the opportunity for good 
clinical training. Add to this the crowding of residency 
programs on the other side of the intern and the need 
for the intern year has been eliminated. If it were not 
for some legal entanglements internship would probably 
be abolished—it has already outlived its usefulness. 


In our overhaul of medical education we must 
get rid of the impediments of learning. I would 
refer you to the Dr. A. C. Hardy lecture on medical 
education in the Journal of Osteopathy? for a fuller 
discussion, but the chief problem is to “get rid 
of sadism in teaching.” Sadistic methods of teaching 
in professional schools have discouraged good minds 
from embarking upon a career in healing. Some 
instructors seem to have adopted the motto, “They 
shall not pass!” This discouragement becomes a 
vicious cycle, for the information drifts down to 
the undergraduate schools to deter others. How 
in the defense of logic can a professor maintain 
that he has spent a full lifetime acquiring knowl- 
edge concerning his subject and then expect, per- 
haps, a freshman to master all the minutia in 1 
year or perhaps less? Fear technics have no place 
in true education. 

Admissions practices need serious improvement. 
When a professional school admits a large class 
of freshmen and then eliminates a high percentage 
there is something radically wrong. Why should 
so many young lives and careers be blighted—why 
should so many parents have their fond hopes 
blasted? Admissions committees should admit only 
those with the greatest likelihood of success. Ad- 
mitted students should be helped and encouraged, 
not driven to despair. To eliminate students “to 
serve as a warning to others” is inhumane, it is 
wrong, it is evil. 
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If the health needs of our land are to be met 
each of us must be about the task of finding the 
army of young people to become doctors. There 
is a great paradox in American education. In spite 
of our growing population, in spite of the great 
armies of young people crowding our colleges and 
universities, the “pool” from which we draw the 
learned professions has been dwindling. What may 
or may not be alarming, depending upon point of 
view, is the fact that the IQ of the young people 
seeking careers in the healing arts has been declin- 
ing also! 

The best of Young America is not seeking a 
career in the learned professions, and in the healing 
arts in particular. At a dinner some time ago, there 
were several hundred young men who might be 
referred to as the very finest that our country has 
to offer. A survey of these people indicated that 
85 per cent held objectives in engineering. From 
the remainder, deduct those with objectives in 
business and industry, and there were precious 
few with objectives in healing. Of this number 
I encountered only one each for osteopathic medi- 
cine, allopathic medicine, and dentistry. There are 
many reasons for this turn of events, but some 
are iatrogenic. 

There is genuine and urgent need for financial as- 
sistance for students coming into our schools. The 
cost of education has reached astronomic heights. 
A candidate recently remarked, “But the tuition 
in your osteopathic schools is so much higher than 
at the university medical school.” Students seek- 
ing admission to schools ask first “what financial 
assistance is available.” All of us can support the 
Auxiliary to the A.O.A. Scholarship Fund! All of 
us can encourage the Auxiliary and urge more 
wives to become members. Here is a very positive 
area in which we can help. Business, industry, and 
engineering offer abundant financial assistance, and 
many times a good candidate for osteopathic medi- 
cine or dentistry or allopathic medicine is swayed 
by this financial aid. We must be able to meet 
the competitive bidding for these good young 
minds. All of us can support the A.O.A. Christmas 
Seal Program for Student Loans or give direct 
contributions to the Student Loan Fund. More 


Sadistic methods of teaching in 
professional schools have discouraged 
good minds from embarking upon a 
career in healing. Some instructors 
seem to have adopted the motto, 
“They shall not pass”! Fear technics 
have no place in true education 
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scholarship money from business and industry must 
be sought and obtained. 

Let each of us be up and doing, seeking out 
young people we believe should become doctors, 
people we would be proud to see carrying on the 
lofty ideals of healing. These people should be 
intelligent, but they need not be brilliant. These 
people should have strong bodies with the full 
command of all of their faculties. The work is 
hard and the hours are long; only the most stalwart 
should be encouraged to enter a profession that 
demands so much. These people should be of the 
strongest moral fiber; temptation lurks everywhere 
in the professions. These people should possess the 
greatest spiritual strength, the strength and the will 
to be able to carry their own burdens well, yet 
‘ able and willing to carry the burdens of others 
also. 

Once an individual has been found who might 
be interested in healing he should be given every 
possible and reasonable encouragement. This should 
be a continuous and a studied program of encour- 
agement. One of the greatest failures of professional 
education has been the almost deliberate discour- 
agement of candidates rather than encouragement. 
We must not fail in this direction. 

Young people today are looking for security; 
they are looking for jobs with early financial return; 
they are looking for early and substantial retire- 
ment at the end of the line; they are looking for 
fringe benefits. They are pursuing false gods! When 
will we relearn that America was made great not 
by wages but by work! The only true security is 
usable brains between the ears and the will to 
offer a service that others both need and want. 
This is the type of encouragement we must give 
the best of our young people, else the pioneering 
spirit of America is dead, utterly dead. In short, 
we must adamantly stress idealism in medicine. 

It is difficult to believe that the hospital as we 
know it is a product of this century. There is a 
tremendous change in hospital administration and 
hospital operation going on right now, and you 
will most certainly see even greater changes in 
the next decade. We must bestir ourselves to con- 
tinue our phenomenal development of osteopathic 
and joint-staff hospitals. We adamantly maintain 
that in America the patient must retain the right 
to choose his own physician. If he has this right, 
he must also have the right to choose a physician 
who can take care of all his health problems. This 
his physician cannot do unless he has adequate 
hospital facilities readily at his disposal. It is 
amazing to note that we have as many hospital 
beds as we have osteopathic physicians, but we 
need more beds and we need to expand hospital 
training in our own hospitals by and for our own 
people. 

If we are to discharge our responsibilities to 
the public it will be necessary that we take a more 
positive stand on matters having to do with public 
health and public health education. We are going 
to have to insist upon a better system of teaching 
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health and hygiene in our public schools and in 
the private schools of our nation. The teaching of 
health cannot be left to the public press, to radio, 
and to television. This is going to mean a great 
deal of sacrifice and free labor on the part of many 
of our people. More of our people must become 
active in these fields so as to become public health 
officers in the departments involved. 

If, as we believe, we constitute one of the learned 
professions it is incumbent upon us that we take 
a bigger and a more important part in the shaping 
of the government of our land. Some say that 
politics is a messy business. If politics is a messy 
business, it is because we have stood idly by and 
allowed it to become so. Democracy has ever 
failed at the individual level. We do not make the 
full use of the most intelligent and the best trained 
of our citizenry. 

It would appear that the system of education 
in America leaves much to be desired. If this is 
true then it becomes our duty as a learned profes- 
sion to do what we can to see that our country 
gets back on the right track. 

The forces of evil in the land are well organized; 
their stealth and their “under cover of darkness” 
activities frustrate even police efforts. It becomes 
the duty of those of us who believe in and want 
the finer things to align ourselves with and take an 
active part in the forces organized for good. Not 
the least of these are our wonderful churches 
throughout the land. When a church sends its spire 
into the sky there is silent and majestic evidence 
that here in this community there are elements 
organized working for good. The sound of the 
church bell, whether it be the tinkle of the angelus 
or the loud booming of the great cathedral bell, 
calls to the attention of even the most callous that 
God is still in His heaven. There is also carried 
the gentle admonition to worship and to do good 
among men. 

Ladies and gentlemen, I am deeply conscious 
that I may have said some things that I should 
not have said; there are many other things that 
I should have said that I have not said. The things 
I have said I probably have said very clumsily, 
but there is one thing more that weighs heavily 
upon my heart. I am fully persuaded that: 


The time is ripe for all of us, of all schools of medicine, 
to reassay our purposes. What are the objectives of medi- 
cine? To cause man to live forever? Most certainly not. 
The objectives of medicine cannot and must not be just 
“cutting and sewing,” opening and closing bellies, prescrib- 
ing pills and unctions, or manipulating spines. Our objective 
must be to try to cause man to live his natural life span, 
whatever that may prove to be, in health, in comfort, in 
happiness—at peace with himself, at peace with his neigh- 
bors, and at peace with his God. To these principles am I 
as a physician dedicated. May the Almighty Creator keep 
us steadfast in the determined pursuit of this the greatest 
adventure and calling permitted to man.1 


1. Dressler, Otterbein: Still’s greatest contribution to medicine. 
J. Am. Osteop. A. 59:167-170, Nov. 1959. 

2. Dressler, Otterbein: Will there be a doctor in the house? Michi- 
gan Osteop. Bull. 25:23-26, May 1960. 

3. Dressler, Otterbein: Arthur C. Hardy lecture; some impediments 
to learning. J. Osteopathy 64:15-19, June 1957. 
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Exercises for the 


low back 


HOOKER N. TOSPON, D.O.,* St. Joseph, Missouri 


Posture should be considered the sum of the posi- 
tions and movements of the body. It should include 
not only the fundamental static positions of lying, 
sitting, or standing erect, but also the dynamic 
postures of the body in motion, for it is here that 
posture becomes most important and most effective. 
Posture has a direct relation to the comfort, me- 
chanical efficiency, and physiologic functioning of 
the individual. 


Normal posture 


The baby’s posture is quite different from that of 
the adult or even that of the older child. The whole 
spine and trunk, as well as the hips, knees, and 
ankles, are flexed, resembling the animal position 
on all fours. Gradually during the first year of life 
the head is held up, an arch develops in the lumbar 
region, and the knees and hips straighten. The 
infant then learns to roll over, sit, creep, stand, 
climb up and down, and finally to walk with 
support. Walking and running develop almost 
simultaneously early in the second year, at first 
with the hips and knees slightly flexed, the legs 
well apart, and the arms elevated for balance. 

As the child grows, standing, walking, and run- 
ning are perfected and approach the adult per- 
formance. Special skills in balance and coordina- 
tion, such as in skating, tricycle or bicycle riding, 
and swimming, may be attained. Movements in 
the preschool years become more purposeful and 
effective and often attain considerable smoothness 
and grace. During the school years the child’s 
movements often become more restrained by the 
conventions of sports and society. 

Presented at the annual meeting of the American Osteopathic Academy 


of Orthopedics, Los Angeles, October 28, 1959. 
*Address, 1201 Jule St. 
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When the child becomes an adult, his physical 
activities usually become more limited because of 
occupation or convention. 

Static posture is inactive posture, or posture at 
rest without anticipated action. It includes the 
standard positions for lying, sitting and standing, 
and the variations of these positions, relaxed or 
under tension. 

The lying posture may be considered the funda- 
mental human posture, since it is usually occupied 
for more hours of the day and the position is more 
easily assumed than any other. However, it has 
many variations. Whether lying on the face or 
back, the position is fundamentally the same, with 
the body extended and legs rolled inward or out- 
ward. 

The sitting posture is next in importance to most 
people because of the large number of hours many 
of them spend sitting and because of the bad effects 
of poor sitting posture. The basic sitting position 
should be with the trunk and head erect and 
centered over the pelvis or tilted slightly forward, 
with a medium or slight lumbar arch and with the 
hips and knees flexed at a right angle. Like lying, 
the sitting position is subject to considerable varia- 
tion, depending both upon the person and on the 
chair in which he sits. 

The ideal sitting position is obtained by ap- 
proaching the chair, then placing the right leg 
alongside it. As the person sits, the weight of the 
body should be on the right leg. The hips will 
then be against the back of the chair. The right 
foot is then brought forward in line with the left 
foot. Upon rising from the chair, the right leg is 
again moved to the side of the chair, and again 
all of the weight is placed on the right leg as the 
person rises from the chair. 

The standing position may best be thought of 
as a basic position from which frequent changes 
are made, rather than as a position continuously 
held. The basic standing position has certain ideal 
characteristics: The body should be vertical and 
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essentially straight when seen from either the side 

or back. The vertical line should pass through the 
ear, shoulder, center of the hip, and ankle when 
seen from the side. Normal thoracic and lumbar 
spinal curves should be slight, and the pelvis erect 
rather than tilted forward. The feet and knees 
should be directed forward, and the arches should 
not sag. The chest should be erect but not fully 
expanded or tense, and the abdomen flat and 
relaxed, neither sagging nor retracted. 

The common admonition to “throw back your 
shoulders” is a poor and ineffective approach to 
good posture. “Suck in your stomach and throw 
out your chest” usually results in a tense, rigid, 
tiring posture which may be as bad as the posture 
it is intended to correct. The shoulders should 
rest comfortably on the chest rather than be held 
rigidly back with the arms turned outward. The 
position should be maintained with the spine rather 
than the shoulders. The body should achieve its 
full height in this way, with the top of the head 
pulling away from the soles of the feet. The weight 
should be slightly more on the heels, although in 
the dynamic position of expected forward move- 
ment the weight should shift toward the toes. 
Better lateral balance can be secured by separating 
the feet and legs. With the feet together the 
adductor muscles are relaxed and the abductor 
muscles become active and taut. 

The basic standing position is varied constantly 
for comfort, for the many social usages, and for 
purposeful movements. The weight may be shifted 
from one leg to another, or backward or forward, 
allowing stretched or tense muscles or ligaments 
to relax. The body in motion tires less readily than 
the tense and rigid body. Even the soldier spends 
very little time standing rigidly at attention, and 
he may faint if required to remain so for long 
because of the relatively static condition of the 
circulation and the accumulation of blood in the 
vessels of the lower extremities. 

An individual should never stand with one knee 
flexed, leaning to one side. Usually, if he does 
stand in this position, he will unconsciously lean 
to one side more than to the other side. This 
predisposes to low back, thoracic, or upper dorsal 
disorders or scoliotic tension spine. 

By keeping the knees locked each time he 
changes position, with the toes straight forward 
or slightly turned in, the individual will maintain 
the center of weight. By tucking the pelvis under- 
neath the spine he will be more relaxed, and he 
will feel that the upper portion of his body is 
better supported; whereas, merely sucking in the 
stomach and straightening the shoulders is very 
uncomfortable. 

Certain individuals are “tense,” with overactive 
(hypertonic) muscles causing abnormal pulls by 
the stronger and more tense muscles, affecting not 
only posture but performance. Others are “muscle 
bound,” with short, strong muscles and ligaments 
which cannot be fully stretched out. Still others 
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are “relaxed” because of hypotonic muscles and 
elongated ligaments, with joints which extend too 
far, weak arches, and knock-knees as common 
manifestations. Structural abnormalities such as 
bowlegs, knock-knees, torsion wry necks, stooped 
backs, curvatures of the spine, and weak lumbo- 
sacral joints may affect posture. Occasionally dis- 
eases and injuries of the spine may be responsible 
for poor posture: tuberculosis, fracture, Paget’s 
disease, senile osteoporosis, arthritis, tumors, and 
congenital deformities such as hemivertebra. 


Causes and effects of poor posture 


The causes of poor posture are fatigue, lack of 
sleep, malnutrition, or mental depression, and also 
osteopathic subluxations. A tall person may stoop 
to reduce his height to that of his neighbors. Late 
pregnancy may result in a sway-backed posture 
and back strain. Unsupported breasts may cause 
drooping of the shoulders. 

Poor posture is sometimes assumed because it 
provides relaxation and rest for certain muscles, 
but it is habitual bad posture which is really harm- 
ful. Bad posture overstretches some of the muscles 
and ligaments, relaxing others, and allowing the 
stronger or shortened ones to contract further, 
increasing the bad effect; for example, the calf 
muscles shorten when high heels are worn. Poor 
posture reduces the circulation locally and gen- 
erally, inducing sluggishness, drowsiness, and 
depression. Breathing is shallow, the abdominal 
organs sag and perform poorly, resulting in con- 
stipation and headache. Backache, leg and foot 
pain, and fatigue are frequent symptoms of bad 
posture. 

Osteopathic physicians should not forget that 
much bad posture is caused by osteopathic lesions; 
we therefore must correct such lesions so that the 
individual will not become tired or fatigued while 
standing, sitting, or walking. 


Treatment of poor posture 


Exercises must constitute the principal direct 
treatment since the muscles are the only intrinsic 
factor of posture controllable by the patient. Posture 
consciousness must become a part of the patient’s 
life until correct habits are formed. The patient 
must understand that posture is a 24-hour matter 
and only he can correct it. Special exercises and 
posture training are fundamental to the develop- 
ment of proper tone, relaxation, and coordination 
in the muscles. Exercises for developing tone and 
strength are given to relaxed individuals, whereas 
the muscle-bound or tense person is given stretch- 
ings or taught relaxation. 

Sports are fitted into the program by prescription 
and also under medical guidance. Swimming, esthet- 
ic dancing, tumbling, and rock climbing are ex- 
cellent, as well as use of the gymnasium bar. 
Wrestling and weight lifting increase tone and 


strength. Boxing develops the whole body, if not 
carried to the point of injury. Ball games develop 
arm and leg muscles and breathing, and are useful 
for the trunk. Rowing is good for the shoulder 
girdle and trunk muscles. These activities tend 
to improve both static and dynamic posture, but 
should be varied according to the specific needs 
of the individual. 

Naturally, it is necessary to use judgment in all 
these things, taking into consideration the type of 
individual. If the patient is overweight, for instance, 
one must judge the best way to correct that con- 
dition. 

I am convinced that no form of exercise will in 
itself correct poor posture or faulty body mechanics. 
Special exercises are imperative at first to elongate 
shortened muscles and ligaments and shorten 
elongated muscles and ligaments, and to teach the 
patient sufficient neuromuscular control to render 
him conscious of good posture. Good results in the 
correction of bad posture are directly dependent 
upon the patient’s faithfulness in holding good 
posture as taught by special exercises. Neglecting 
this between the exercise periods inevitably means 
failure. The maintenance of good posture means 
definite mental and physical effort until it becomes 
automatic and habitual. Patients sometimes volun- 
tarily remark that they find it difficult to resume 
their slumped postures. 

The importance of correct posture cannot be too 
strongly emphasized. Not only is it supportive and 
a structural aid to the body architecture, but it is 
a distinct asset in developing muscle coordination, 
grace of movement, and improved appearance. 
Results will depend on the degree of seriousness 
with which the patient approaches the problem. If 
exercises and corrective procedures are faithfully 
executed with a posture-conscious attitude, the 
patient is invariably rewarded with a sense of well 
being, a decrease in fatigue, and generally improved 
organic function. 

In teaching postural correction, the most impor- 
tant single procedure is to teach the patient control 
and development of the abdominal muscles. Retrac- 
tion of the lower abdomen raises the diaphragm, 
widens the costal angle, raises the shoulders, re- 
moves the drag of a sagging abdomen, increases 
vital capacity, and supports and even elevates the 
abdominal viscera. 

In cases of lordosis, pelvic tilt exercises are pre- 
scribed. These consist of retracting the lower abdo- 
men, squeezing the hips together and down, and 
flattening the back by learning to tilt the pelvis. 

Breathing exercises are routine. Retracted lower 
abdomen, with forward and upward chest eleva- 
tion, accompanied by manual rib spreading, help 
to raise the diaphragm and increase vital capacity. 

Pectoral stretching will, in many round-shouldered 
individuals, allow the shoulders to drop back to a 
more normal position. 

Straight leg raising, keeping the knees straight, 
also helps in the development of abdominal muscles. 
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The importance of correct posture cannot 
be too strongly emphasized. Not 
only is it supportive and a structural 
aid to the body architecture, but 
it is a distinct asset in developing 
muscle coordination, grace of 


movement, and improved appearance 


Trunk twisting, stretching, and side bending 
assist in the development of the trunk muscles as 
well as bringing about a general increase in body 
tone. 

Training patients in the special exercises not 
only helps to accomplish the primary object of 
dispelling neuralgic pain and tenderness in the 
abdominal wall, but gives great relief from various 
digestive disturbances, including constipation due 
to ptosis and atrophy of the stomach and intestines. 

It must be realized that excessive lumbar lordosis 
is simply one phase of bad body mechanics, which 
may be defined as a mechanical correlation of the 
various systems of the body with special reference 
to the skeletal, muscular, visceral, and the neuro- 
logic association. 

It should therefore be very interesting to osteo- 
pathic physicians to know how much can be done 


_ by osteopathic manipulation and exercises. 


Walking is one of the best exercises there is, 
but in these days the average person is too lazy 
to walk. We ride everywhere. Golf, for instance, 
was intended for the man who enjoyed walking; 
now we even ride to play golf. In order to keep 
our body structures up, we must begin to do more 
walking; otherwise we are going to have more 
chronic illnesses in this country than anywhere in 
the world. We are becoming too lazy; not only 
are we lazy when it comes to walking, but also 
about sitting and standing. We must impress upon 
our patients the importance of exercise in their 
daily lives. We can give proper manipulative 
therapy, and perform surgical operations when 
necessary, but for a life without pain and with 
fewer operations, exercise is essential. 

In the first part of this paper, I mentioned the 
baby, the child, and the adult. A book written by 
Prudden! gives a very interesting comparison be- 
tween American and European children. Even the 
American child today does not get the exercise 
he should have. The European child walks most of 
the time. He also does a great deal of bicycle 
riding. It probably is because of the financial status 
of the various countries; but whatever the reason, 
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according to the book, European children have a 
much better physical status than our American 
children. 

We have discussed the low-back syndrome. The 
majority of our patients today have low-back com- 
plaints. Why? If the case involves a spinal tumor, 
ruptured disk, or potential disk disorder, it is 
usually a result of injury or very poor posture over 
a period of years. In such cases, the load has 
gradually slipped from under the supporting pelvis. 
I have observed over the years that, aside from 
osteopathic manipulative treatment, one of the 
finest treatments for such patients is horseback 
riding. I have recommended this to a number of 
patients to whom horses were available, and it is 
- surprising how much they have improved. 

Again I would stress use of exercises for stretch- 
ing of the various muscle groups throughout the 
spinal canal, and also the strengthening of abdomi- 
nal, spinal, leg, and foot muscles, both the anterior 
and the posterior. The sitting position, the standing 
position, and the lying position are very important. 
Patients with scoliotic tension must be taught 
special exercises, including how to lie on the table 
and stretch the contracting side of the lumbar spine. 


Summary 


Posture is a very important subject, and with 
our changing times it is going to become increasingly 
more important. People are getting less and less 
exercise, and there are more back complaints all 
the time. That is why it is important to exercise and 
exercise properly. This is true not only for back 
complaints, but also for beneficial effect in many 


other disorders of the body. 


me. Prudden, B.: Is your child really fit? Harper & Co., New York, 
56. 

Howorth, M. B.: Textbook of orthopedics. W. B. Saunders Co., 
Philadelphia, 1952. 

Judovich, B. D., and Bates, W.: Pain syndromes; treatment by 
paravertebral nerve block. Ed. 3. F. A. Davis Co., Philadelphia, 1949. 


Discussion 


J. PAUL LEONARD, D.O., F.A.C.O.S.,* Detroit, 
Michigan 


In discussing this paper I first would compliment 
Dr. Tospon on his thoroughness in approaching this 
problem. This should bring to the attention of all 
of us the necessity for reviewing posture and the 
factors which are related to it in the patient with 
abnormal or faulty low-back function. 

Rehabilitation therapy in all phases of medical 
practice has become popular in the last few years. 
I like first to analyze low-back disabilities, establish 
a firm diagnosis, and determine the necessary 
therapeutic approach—nonsurgical in most cases 
and surgical in those cases where normal function 
cannot be re-established otherwise. 

Regardless of the therapeutic approach, most of 
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the disabilities irritating the low back, other than 
the acute traumatic dysfunctions, should require 
some form of an exercise program if the muscula- 
ture is to be rehabilitated, thus enabling the indi- 
vidual to conduct normal activity symptom-free, 
and lessen the possibility of recurring pain. 

Dr. Tospon made the statement that posture 
should be considered as a sum of positions and 
movements of the body. Later he stated that the 
causes of poor posture are fatigue, lack of sleep, 
malnutrition, mental depression, and also osteo- 
pathic subluxations. Still later, he said, “Exercises 
must constitute the principal direct treatment since 
the muscles are the only intrinsic factor of posture 
controllable by the patient.” 

There can be no question as to the necessity of 
good posture, but how can we aid the patient in 
maintaining good posture continuously, day after 
day, and still allow him to conduct his normal 
activities? First, by the establishment of a diagnosis 
for the low-back disability, whether it be structural 
or some secondary systemic consideration affecting 
the low back. Second, when a firm diagnosis has 
been established, then comes institution of whatever 
therapeutic approach is indicated. After a major 
portion of the pain syndrome has been eliminated 
I feel that an exercise program is indicated. 

From my own experience I have established as 
a basic approach, where indicated, the necessity of 
daily exercise out of doors, maintaining good pos- 
ture, and the daily use of a group of flexion and 
extension exercises, as follows: 

The first three of the following exercises should 
be used an equal number of times once daily. In 
each instance they should be used to tolerance, 
and the number of times each exercise is used daily 
should be increased slowly and then only to toler- 
ance, until each exercise can be done twenty times, 
once daily. 

After doing the first three exercises twenty times, 
once daily, the fourth exercise should be started 
and slowly built up to twenty times. Then all four 
exercises should be used from twenty to twenty-five 
times daily. 

1. While standing in a comfortable stance, grasp 
the thumbs and extend the arms straight above 
and behind the head as far as possible. Bend the 
arms and body forward, without bending the knees. 
Slowly straighten the body. 

2. While lying on the back on a firm surface 
with the hands at either side of the body, with 
the feet under the edge of a bed or dresser if 
necessary, raise the body to a sitting position slowly, 
not using the arms. Not bending the knees, attempt 
to touch the toes. Slowly lower the body. 

3. While lying on the back with the arms at the 
sides of the body, slowly raise both legs, not bending 
the knees, to a point at right angles to the body. 
Slowly lower the legs. 

4. While lying on the back with arms at the 
sides of the body, raise the head and feet 4 inches 
and maintain this position. Slowly raise both legs, 


not bending the knees, to a 90-degree angle to the 
body; then lower the legs to a point 4 inches above 
the flat surface. Do not lower head or feet to table. 

I have added to this basic group of exercises 
individual ones as indicated for the individual 
patient, for example, the post-reduction quadri- 
ceps exercises needed following immobilization in 
fractures of the lower extremities. I recommend 
the flexion and extension exercises to strengthen 
the low-back musculature and the use of quadriceps 
exercises a few minutes each hour during the day, 
or possibly the weight-lifting exercise of the lower 
extremity so frequently needed in disorders of the 
knee or the lower extremity. 

There is need for side bending of the lumbar 
spine to the side of the convexity in functional 
lumbar scoliosis, not the idiopathic type. In the 
idiopathic type, in addition to the usual exercise 
program, hanging from an overhead bar by the 
hands is usually indicated. 

There are many other cases where specific exer- 
cise is added to the basic flexion and extension 
group. There is a subacute lumbar myositic syn- 
drome seen in low-back disability all too often; 
this requires a brace or low-back support to relieve 
pain. I follow this with a rehabilitative exercise 
program which must be instituted before the 
elimination of the supportive brace or belt. 

Our responsibility to these patients is not com- 
plete until we have exhausted every possible effort 
to rehabilitate him following therapy of any type. 
In many instances the exercise program should 
be employed in conjunction with other physical 
therapy modalities, but in all cases an exercise 
program in varying degrees is necessary. The need 
for whirlpool or other hydrotherapy associated with 
exercise or the need of a muscle-contraction pro- 
gram, or the use of various braces for the lower 
extremities to maintain normal function, is used 
as a part of the rehabilitation program following 
surgery. I mention this only to illustrate the point 
that an exercise program should be coupled with 
other therapeutics, applied as the individual case 
requires. 

I am sure it is generally realized that there are 
selected disorders in which exercise programs are 
not indicated. Therefore, it is necessary that an 
individual analysis of each patient’s condition be 
made before an exercise program should be insti- 
tuted. 

I appreciate the opportunity of discussing Dr. 
Tospon’s paper, which brings to our attention the 
necessity for rehabilitation as part of our profes- 
sional service to the patient with low-back disorders. 
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Discussion 


EUGENE C. HERZOG, JR., D.O.,* Flint, Michigan 


Dr. Tospon’s paper encompasses a broad and com- 
plex subject. His analysis of posture prepares the 
way by describing the deviations which the exer- 
cises are designed to correct. 

Herniated and degenerated disk lesions are cer- 
tainly mechanical lesions and should be considered 
as end products of postural failure. As such, they 
are amenable to treatment on the same basis as 
other posture defects. Utilization of therapeutic 
exercises, together with bed rest and postural 
correction—frequently with the temporary use of 
a spinal brace—has yielded gratifying results. Sur- 
gical treatment should be accorded the failures 
of such a regimen. 

Dr. Tospon frequently stresses the importance of 
muscular strength in postural control. This concept, 
together with the entire role of the soft tissues in 
the low-back problem, has been neglected. It is 
my opinion that overemphasis on minute leg-length 
discrepancy and standing x-rays has served to 
minimize the immense role of the soft tissues in 
maintenance of posture. The body is constantly 
in motion; only for brief seconds during the day is 
one standing with his weight balanced evenly on 
both legs. Of what value, then, is the %-inch heel 
lift in this constantly moving spine? Overdependence 
on this form of treatment is fortunately avoided in 
most instances by concomitant osteopathic manipu- 
lative management. Cineradiography in the future 
may be expected to make important additions to 
postural analysis. 

Obesity, together with lax muscular tone, poses 
a principal threat to posture. The recent vogue of 
slenderizing may be utilized by the physician as 
an aid in this exceptionally difficult type of treat- 
ment. The role of progressive resistance exercise 
in the rapid attainment of muscular strength cannot 
be disputed. Weight lifting may be expected to 
yield good results if properly employed. Injudicious 
lifting with improper body position will certainly 
damage the spine. Professional guidance is indi- 
cated in any such regimen. 

Dr. Tospon is to be congratulated on his paper, 
and careful reading of it should stimulate questions 
in the mind of the reader. Unanswered questions 
may prove to be the embryo of the basic research 
that is so necessary to justify our professional 
existence. 


*Address, 1181 N. Ballenger Hwy. 
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Vaginal examination during labor 


CHARLES K. NORTON, D.O.,* and FAIRMAN 
L. DENLINGER, D.O., Royal Oak, Michigan 


On January 21, 1955, at a meeting of the Chicago 
Gynecological Society, Fara, Steward, and Standard! 
reported on 735 patients examined vaginally during 
labor. They used washed, autoclaved gloves, but 
did not prepare the perineum; therefore, they 
performed nonsterile clean vaginal examinations. 
A consecutive series of 800 patients in another 
hospital, examined rectally, was used as a control. 
Their conclusion that “nonsterile vaginal examina- 
tions can be utilized to follow the progress of 
labor without risk to the patient” rocked the 
obstetric world. One discussant ventured the 
opinion that a paper of this type ought not to 
be published, because of the dangers of advocating 
unlimited nonsterile vaginal examinations during 
labor. 

In 1924, Reis? reported on a series of 694 patients 
examined vaginally during labor, and concluded 
that vaginal examination showed no greater inci- 
dence of morbidity than did rectal examination. 
However, he cleansed the perineum with sterile 
water prior to examination, and limited his vaginal 
examinations to no more than two. This report did 
not create much of a stir at the time, and has 
only recently been cited again because of the 
furor created by the paper of Fara, Steward, and 
Standard.} 

In 1956, Schaefer, Carpenter, and Labriola,’ in 
an analysis of 1,163 patients examined rectally 
during labor and 1,061 patients examined vaginally 
with a sterile set-up, concluded that the dangers 
of vaginal examinations are exaggerated. 

These three papers are the only reports in mod- 


Presented at the annual meeting of the American College of Oste- 
opathic Obstetricians and Gynecologists, San Antonio, Texas, Febru- 
ary 1960. 
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ern literature mainly concerned with advocating 
vaginal examinations during labor. Present-day 
obstetrics interdicts such a procedure as a routine 
method of managing labor. Baird‘ says the obstetric 
patient may have one vaginal examination during 
pregnancy for the purpose of determining pelvic 
contraction or a tumor in the pelvis. A second 
vaginal examination may be performed immediately 
after rupture of the membranes to obtain assurance 
regarding the absence of prolapse of the cord. 

Williams® does not abrogate vaginal examinations 
entirely, but states that rectal examinations suffer 
the disadvantage that they are sometimes incon- 
clusive; in that case, if labor is not progressing 
satisfactorily, vaginal examination is indicated. 
Eastman® says that the birth canal should be re- 
garded as forbidden territory whose invasion by 
finger or instrument should be undertaken only on 
strict indication. Every introduction of the finger 
into the vagina during labor is attended by some 
risk of conveying infection. Insofar as is possible, 
therefore, labor should be conducted by abdominal 
and rectal examination only. 

Beck and Rosenthal’ say that vaginal examina- 
tions increase the risk of infection. They further 
state that the beginner, however, will have to make 
use of the vaginal route while he is acquiring the 
experience necessary for accuracy in abdominal 
and rectal touch. This text advocates strict asepsis 
in preparation and performance of the vaginal ex- 
amination. Also, it says that no vaginal examinations 
should be made in the last month of gestation with- 
out aseptic precautions. 

Greenhill® says that vaginal examination may be 
performed during the prenatal period using a sterile 
glove, and states that during labor it should be 
done only with the physician gowned and washed, 
using sterile gloves, and with sterile preparation 
of the perineum. Titus? says that vaginal examina- 
tion that must be made late in pregnancy should 
be done with clean hands, sterile gloves, and only 
after cleansing the vulva and introitus with cotton- 


ball sponges soaked in an antiseptic solution such 
as 1 per cent Lysol or an aqueous solution of 
Zephiran. 

Douglas and Birnbaum!® say that the rectal route 
should be safer from the point of view of infection 
and should be used for routine examinations during 
labor. They state that when vaginal examinations 
are made during labor, the perineal area should be 
cleansed with a suitable antiseptic such as Zephiran 
chloride, and a cap, mask, and sterile gloves should 
also be used. In the next sentence, however, they 
state that failure to recognize abnormal presenta- 
tions and positions or cephalopelvic disproportion 
will cause prolonged and difficult labors with their 
high infection rate. In view of the increased accuracy 
in diagnosis attendant upon vaginal examinations, 
one wonders exactly which type of examination, 
rectal or vaginal, they are really advocating. 

Speert,!! in a critique on the obstetric examina- 
tion, says that to make a vaginal examination of a 
parturient patient with a nonsterile glove is to 
deliberately inoculate her birth canal with bacteria, 
a practice that cannot be countenanced by thinking 
obstetricians. Eastman!2 conjectures that perhaps 
the bacterial environment of the parturient patient 
is different today than it was 20 years ago, that 
perhaps the bacterial flora of the vaginal canal is 
less pathogenic, and the pregnant patient’s resist- 
ance to infection may be greater. 

Our interest in nonsterile vaginal examinations 
goes back many years. A nonsterile vaginal ex- 
amination is one performed with a washed, auto- 
claved glove, but with no perineal preparation. It 
has been our observation over the past 12 years 
that there has been no morbidity resulting from 
unrestricted coitus during pregnancy, in the absence, 
of course, of ruptured membranes, cervical disease, 
threatened abortion, threatened premature labor, 
or vaginal bleeding. One might conclude, therefore, 
that the brief introduction of a finger with a 
washed, autoclaved glove into the vagina would 
be at least as innocuous as the introduction of a 
penis. Our patients in private practice have been 
subjected to nonsterile vaginal examinations using 
washed, autoclaved gloves throughout the prenatal 
period whenever the necessity arose for such an 
examination. Moreover, all patients have been 
examined vaginally once or twice weekly during 
the last 3 weeks of gestation, and this was done 
regardless of whether the bag of waters was intact. 
In a series of over 3,000 examinations, no morbidity 
of any significance has been observed. 

The ease of examination, the lack of discomfort 
to the patient, the accuracy of diagnosis, the 
apparent innocuousness of the technic, and the 
desire to prove or disprove its adaptability to hos- 
pital procedure, have led us to undertake this re- 
view of 2,000 cases. 


Methods, materials, and findings 


This investigation was conducted at the Detroit 
Osteopathic Hospital from August 1956 to Decem- 
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ber 31, 1959, an interval of little more than 3 years. 
A series of 1,000 consecutive cases in private prac- 
tice has examined exclusively by nonsterile vaginal 
examinations. These were all patients of the senior 


author. A concurrent series of 1,000 cases of other . 


obstetricians and general practitioners, examined 
rectally during labor, was used as a control in the 
following manner: whatever number of the author’s 
patients were examined vaginally in any 1 month, 
a similar number of cases that had been examined 
rectally were analyzed. Therefore, in each month 
of this study, there were an equal number of cases 
examined vaginally and rectally during labor in 
the same hospital. 

All patients on admission were prepared by soap 
and water cleansing and perineal shaving, and 
many were given a shower on admission. An enema 
was administered if delivery was not imminent. 
Gloves used for both vaginal and rectal examina- 
tions came out of the same container, gloves that 
had been washed clean and then autoclaved. No 
further preparation of the perineum was performed 
on the patients examined vaginally. There was no 
limit to the number of vaginal examinations. As an 
example, one nullipara with membranes ruptured 
was examined 32 times during a 33-hour labor 
before section was performed because of cephalo- 
pelvic disproportion. The baby weighed 9 pounds 
10 ounces. The patient received no antibiotic and 
showed no morbidity. 

In the course of the vaginal examination, no 
attempt whatever was made to maintain sterile 
technic. Conversely, the fingers of the nonexamining 
hand were frequently used to better adjust the 
glove on the examining hand. Examinations were 
performed on the vaginal study and rectal control 
cases by the same hospital personnel: clinical clerks, 
interns, and residents. Since our institution is a 
teaching hospital, examinations were undoubtedly 
more frequent than they would have been other- 
wise. We must concede that perhaps the difficulty 
experienced by a neophyte on obstetric service in 
accurately evaluating a rectal examination is one of 
the reasons for the larger number of rectal examina- 
tions in this study (8,171 compared to 7,056, or 
1,115 more rectal examinations) (Table ]). 

The standard of morbidity used was that adopted 
by the American Joint Committee on Maternal 
Welfare, and is as follows: A temperature of 100.4 F 
or higher occurring on any 2 of the first 10 days 
postpartum, exclusive of the first 24 hours, consti- 
tutes febrile morbidity. The temperature is to be 
taken by mouth by standard technic at least four 
times daily. 

We modified these standards. In the patients 
who had vaginal examinations, we included those 
admitted to the hospital in a febrile state. These 
cases were used because we wished perhaps to 
“stretch a point,” to have our statistics on vaginal 
examinations appear in the least favorable light 
possible. We considered any case morbid that 
showed a temperature of 100.4 F or higher on any 
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TABLE I—NUMBER OF EXAMINATIONS DURING LABOR 


Primiparas 
No. No. 
examinations 


Multiparas Totals 


No. No. No. No. 


examinations examinations 


Control group 229 2,312 
Vaginal study group 1,783 


771 5,859 1,000 8,171 


5,273 1,000 7,056 


Differences for vaginal 


study group — 19 —529 


one day or more after the first 24 hours. Also, 
temperatures were routinely taken per os only twice 
daily, unless the patient was febrile. 

Because of the great demand for beds that always 
seems to exist at Detroit Osteopathic Hospital, the 
average length of hospital stay of patients with 
vaginal deliveries was 4 days. 

All patients in both series, rectal and vaginal, 
had routine manual exploration of the uterine cavity 
immediately after delivery of the placenta. This 
has been standard procedure at Detroit Osteopathic 
Hospital for the past 10 years. The perineum is 
sponged with Zephiran solution, the gloved hand 
washed in Zephiran solution, and the hand intro- 
duced inside the uterus. The uterus, cervix, and 
vaginal vault are examined for retained tissue, 
lacerations, and anomalies. All of the patients of 
the vaginal series were also examined at 3 and 6 
weeks postpartum by the senior author. 

The distribution of parity was almost identical 
in the two groups. In the vaginal study group, 
there were 210 primiparas (26.5 per cent) and 790 
multiparas (73.5 per cent). In the rectal control 
group, there were 229 primiparas (29.4 per cent) 
and 771 multiparas (70.6 per cent) (Table I). 

The number of examinations performed in the 
two groups shows definite variation (Table I). 
There were 529 less vaginal examinations on the 
primiparous patients and 586 less examinations on 
the multiparous patients, a total of 1,115 less 
examinations. There are perhaps several reasons 
for this difference. Rectal examinations were fre- 
quently not conclusive or definite, particularly to 
a Clinical clerk or intern, and frequent re-examina- 
tion was indicated; the author’s patients, besides 
having the benefit of more accurate vaginal exami- 
nations, and being patients in a specialty practice, 
were managed by earlier amniotomy and rotation 
if indicated, and delivery of the infant as soon as 
dilatation was complete and the station of the 
presenting head sufficiently low to permit such a 
maneuver. There was a tendency to allow a longer 
labor in a general practitioner's patient, to permit 
spontaneous correction of a malposition. 


Febrile morbidity 


No attempt was made in this series to evaluate 
the effect on morbidity of parity, length of labor, 
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or number of examinations, rectal or vaginal. Fara, 
Steward, and Standard! showed that the only one 
of these factors that seemed to influence morbidity 
was parity. Further, they found that the difference 
between nulliparas and multiparas was due only 
to the increased incidence of episiotomy in the 
former, not to the length of labor, number of 
examinations, or to a complicated operative delivery. 

In this study, we used the Standard of Febrile 
Morbidity, with the modification described earlier, 
with morbidity considered any oral temperature of 
100.4 F or higher on any day after the first 24 
hours postpartum. We found an increased incidence 
of morbidity in the rectal control group, 3.6 per 
cent (Table II). In the vaginal study group, the 


TABLE II—FEBRILE REACTIONS AND THIRD-DEGREE 
EXTENSIONS OF EPISIOTOMY 


Febrile Third-degree 
reacticns extensions 
Control group 36 (3.7%) 4 (0.4%) 
Vaginal study group 8 (0.8%) 35 (3.5%) 


incidence of morbidity was 0.8 per cent. This was 
despite the fact that antibiotics were used in the 
rectal control group in 111 cases (11.1 per cent) 
and in only 88 cases (8.8 per cent) in the vaginal 
study group (Table III). Also, in the vaginal study 


TABLE III—USE OF ANTIBIOTICS 


Indication Vaginal study group 


(No. cases ) 


Control group 
(No. cases) 


Prophylaxis 73 
Positive urine 1l 
Dysuria 18 
Bronchitis 0 
Tonsillitis 0 
0 
4 
1 
0 
1 
3 


Ror 


Acute coryza 
Thrombophlebitis 
Hematoma 
Chronic valvulitis 
Pneumonia 
Emperic 


Totals 111 (11.1%) 88 (8.8%) 


cases 
| 

| = 


TABLE IV—DATA ON CESAREAN SECTIONS 


Control Vaginal 
group study group 
Number of sections 36 16 
Percentage of total cases 3.7% 1.8% 
Number of febrile reactions 15 1 
Percentage of cesarean sections 41.0% 6.0% 
Number of cesarean section patients 
treated with antibiotics 14 14 
Percentage of cesarean sections 38% 717% 


group, there was a much greater incidence of 
operative deliveries, since in the senior author’s 
cases forceps rotation correction of a malposition 
is routinely performed as soon as the cervix is 
completely dilated, or for all practical purposes, 
completely dilated, and the presenting head at 
station zero or lower. These cases afford excellent 
teaching to the resident staff in forceps rotations 
and are used for that purpose. One factor probably 
explains the lower incidence of elevated tempera- 
tures in the vaginal study group. The senior author 
utilizes midline episiotomy whenever episiotomy is 
indicated. Referring again to the series of Fara, 
Steward, and Standard,! it was their observa- 
tion that the main factor in the production of a 
postpartum febrile reaction was the incidence of 
episiotomy. Although they made no mention of the 
site of episiotomy, there is no question to us that 
the morbidity, when it does occur for this reason, 
is the result of a mediolateral incision and repair. 

Table IT also shows the number of third-degree 
extensions of midline episiotomy that occurred in 
each group. As mentioned in the discussion of febrile 
morbidity, the senior author, when episiotomy is 
indicated, always utilizes a midline incision, occa- 
sionally extending into the rectal mucosa. In the 
vaginal study group, episiotomy and third-degree 
extension, when it occurs, are repaired using a 
continuous suture technic. No patients in this series 
during the past 2 years have received any anti- 
biotic specifically for the third-degree extension. 
The only treatment offered has been an occasional 
use of a heat lamp for the perineum. These patients 
have shown almost no morbidity, have a minimum 
of discomfort in the repaired area, have normal 
bowel function, and retain the same degree of 
vaginal muscle contractility that they evidenced 
prior to delivery. 


Of the 35 patients in the vaginal study group 
who had third-degree extension, one developed a 
rectovaginal fistula. This patient should never have 
been delivered vaginally. She became pregnant 
without ever having had penetration of the vaginal 
introitus by her husband. Dilatation under anes- 
thesia in the early prenatal period corrected the 
stenotic problem. At the time of delivery, besides 
the third-degree extension, there were also incurred 
cervical and vaginal wall lacerations because of a 
difficult rotation and low midforceps delivery. This 
was a case where a heroic vaginal delivery proved 
to be a poor choice over a cesarean section. This 
patient is pregnant again, and this time cesarean 
section is the proposed method of delivery. The 
rectal-vaginal fistula will be repaired at a subse- 
quent date. There has been no follow-up of the 
4 cases of third-degree extension that occurred in 
the rectal control group. 

The analysis of morbidity in cesarean sections 
proved interesting. In the rectal control group, 15 
of the 36 patients who had sections were febrile 
(Table IV), an incidence of 41 per cent. In the 
vaginal study group, 1 patient of 16 was febrile 
postoperatively, an incidence of 6 per cent, and 
this patient was a paraplegic with a cord bladder, 
whose temperature was 104 F preoperatively. Fur- 
ther analysis of the sections in both series shows 
that antibiotics were used on 14 cases in each 
group, an incidence of 38 per cent in the controls 
and 77 per cent in the vaginal study group. Appar- 
ently the prophylactic use of antibiotics in the 
latter group was the reason for the lack of febrile 
reactions. 

Antibiotics were used more frequently in the 
entire rectal control group, in 111 cases (11.1 per 
cent), as compared to their use in 88 cases (8.8 
per cent) in the vaginal study group (Table III). 
Again, perhaps, this is a reflection of the closer 
attention that a patient receives in a specialty 
practice. We visited our patients every day, and 
since they were under constant observation there 
was less prophylactic employment of antibiotics. 

One of the most gratifying results of this study 
is shown in Table V. Of 32 breech presentations 
examined in the vaginal study group, 28 (84 per 
cent) were detected on the first examination. In 
the rectal control series, of 42 cases, in only 24 
(57 per cent) was the breach presentation detected 
at first examination. This particular phase of the 
study can well be used as a criterion of the accu- 
racy in diagnosis of vaginal as compared with 
rectal examinations. Certainly, a vaginal examina- 
tion is more likely to show a prolapsed cord, a 


TABLE V—BREECH PRESENTATION: EXAMINATION WHEN FIRST DIAGNOSED 


Examination Ist 2nd 3rd 4th 7th or more Totals Per cent diagnosed on 
first examination 

Vaginal study group 27 3 1 0 1 32 84% 

Controls 24 10 4 0 4 42 57% 
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low-lying placenta, an elbow, or a brow or face 
presentation. On occasion, definite recognition of 
such an abnormality so crystallizes the plan of 
action in the management of the case that it means 
the difference of whether the baby is a live patient 
or a dead statistic. 


Morbidity other than febrile reaction 


There were two deaths in the vaginal control 
group, both nonobstetric, as proved by autopsy. 
One was due to acute circulatory collapse, on the 
basis of a coronary occlusion in a markedly obese 
patient on the second postpartum day. Her chest 
was opened and cardiac massage unsuccessfully 
employed. The second patient was first seen by 
the senior author upon her admission to the hos- 
pital. She had a convulsion prior to delivery and 
lapsed into coma from which she never recovered, 
and she died 3 days later. Autopsy showed cerebral 
embolism from an unresolved pneumonia. The one 
case of rectal-vaginal fistula has been discussed. 
Another patient, who received antibiotics while in 
the hospital for bronchitis, developed an infection 
in her episiotomy repair 1 week postpartum. This 
was the only perineal infection in the entire vaginal 
study series. The infection healed satisfactorily, the 
episiotomy did not break down, and subsequent 
examination revealed the perineum to be normal. 


Discussion 


We feel that this evaluation of unlimited non- 
sterile clean vaginal examinations during labor is 
not a step backward in the progress of obstetrics. 
Rather, it affords a close look at a rigid dictum of 
obstetric management that says that progress in 
labor should be observed only by rectal examina- 
tion. The statistics brought out by this review of 
2,000 cases give the impression that the results 
favor vaginal examination. It leads one to the 
conclusion that perhaps unlimited nonsterile clean 
vaginal examinations during labor are preferable 
to rectal examinations. 

We do feel that vaginal examinations in labor 
should be limited to hospitals where the obstetric 
unit is separate from the rest of the hospital, and 
where hospital personnel are assigned specifically 
to the obstetric service. Examination gloves should 
be washed clean and then autoclaved before use. 

The following are some observations of the resi- 
dent personnel at Detroit Osteopathic Hospital 
with reference to unlimited nonsterile clean vaginal 
examinations during labor. Vaginal examinations 
without sterile conditions cause some consternation 
among the older personnel of the hospital, especially 
among those older obstetric nurses who have 
worked in other hospitals or trained in foreign 
institutions. This was especially true when this 
program was first initiated. 

As far as an intern or clinical clerk is concerned, 
there is no other way for an obstetric examination 
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to be performed. The rectal examination is the 
bugaboo of obstetrics where these individuals are 
concerned. It is something that cannot be gleaned 
from the textbook and yet something that must 
be learned. The first day on the obstetric service 
is terrifying, and the first rectal examination mysti- 
fying and nauseating. In a training institution, the 
vaginal examination can be easily done and accu- 
rately explained to the neophyte. The cervix is 
palpated directly and not through layers of vaginal 
and rectal mucosa. The dilatation can be readily 
determined as well as the consistency and location 
Patients consciously and subconsciously hate 
of the cervix. 
rectal examinations. All obstetric hospital personnel 
have been told this at one time or another, probably 
in these exact words. Apparently, the rectal exami- 
nation is very uncomfortable as well as distasteful 
to individuals, at least more than the vaginal 
examination. At this hospital, if an individual 
(clinical clerk, intern, or resident) should inad- 
vertently perform a rectal examination when it 
should have been a vaginal examination, the patient 
has been quick to inform him that she is Dr. Y’s 
patient, and she is to be examined “the other way.” 
In a hospital where conduction analgesia is used, 
examinations must necessarily be accurate if the 
analgesia is to be used in the terminal stages of 
labor and not merely “to hold the patient until 
the doctor can get there.” The analgesia is not 
begun until the cervix has reached a certain dilata- 
tion and effacement; hence the value of the vaginal 
examination. 


Summary 


The following are the significant factors in this 
study: Fewer examinations were necessary to gauge 
the course of labor in the vaginal study series, 7,056, 
as compared with 8,171 in the rectal control group, 
a difference of 1,115 examinations. There was no 
increase in morbidity in the vaginal study group, 
although this group as a whole received less anti- 
biotics, 8.8 per cent compared to 11.1 per cent in 
the rectal control group. There was an occurrence 
of third-degree extension of episiotomy in 35 cases 
in the vaginal study group, compared to only 4 
cases in the rectal control group. This did not 
increase morbidity in the former group. There is 
a definitely greater accuracy in diagnosis of pres- 
entation afforded by vaginal examination. In this 
series, using the criterion of the first detection of 
breech presentation, the vaginal group showed an 
84 per cent accuracy as compared to a 57 per cent 
accuracy in the rectal control group. 
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HAROLD H. FINKEL, D.O.* Ephrata, Pennsyl- 
vania 


Jaundice is the external manifestation of hyper- 
bilirubinemia. It is never present at birth but may 
be evident shortly thereafter. Regardless of its 
cause, it is a five-alarm symptom which must be 
noted at the earliest possible time and the wheels 
set in motion to correct it. 

Failure to heed Nature’s warning results in kern- 
icterus, an irreversible combining of indirect or 
unconjugated bilirubin and the basal ganglia, mye- 
lin sheaths, and cerebellum, causing early death in 
the severest cases or the living death of cerebral 
palsy, mental retardation, deafness, blindness, or 
any combination of these. 

Every nursery nurse, nurse aide, staff physician, 
resident, and intern who enters a nursery should 
be on the alert to detect jaundice. Only early de- 
tection and proper diagnosis and treatment can 
lower the perinatal toll of this disease. 

Approximately 50 to 60 per cent of all newborns 
exhibit some degree of jaundice starting on the 
third postnatal day. This has been referred to as 
physiologic jaundice or icterus levis.! It is caused 
by immaturity of the liver plus the effects of break- 
down of excessive numbers of erythrocytes. The 
intensity is greater in premature infants because of 
the greater immaturity of the liver. 

Total bilirubin is a residuum of erythrocyte de- 
struction. It is processed by the liver into direct or 
conjugated bilirubin which will react with diazo 
reagent directly, for the liver has already altered it. 
That which has not passed through the liver is 
referred to as indirect or unconjugated bilirubin, 
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since it only reacts with diazo reagent after it has 
been altered (therefore indirectly). 

It is the indirect or unconjugated bilirubin which 
has a known causal relationship with kernicterus, 
It is obvious that in an immature liver with an 
excessively heavy load of bilirubin as a result of the 
hemolytic processes of erythroblastosis, there will 
be an unusually large amount of unconjugated 
bilirubin in the circulating blood. This in turn will 
diffuse into the extravascular spaces and finally into 
the tissues themselves, imparting a yellow stain. 
The only tissues in which this stain is irreversible 
are those of the central nervous system. 

Recently, Odell? of Johns Hopkins University 
demonstrated the affinity of the circulating bilirubin 
for the serum albumin in the ratio of 1 mole of 
albumin binding 2 moles of bilirubin. Therefore, it 
is only that portion which cannot be accommodated 
by binding, or becomes dissociated after once being 
bound, that can permeate the tissues. 

He further demonstrated that certain drugs com- 
monly used will compete with bilirubin for associa- 
tion with albumin and even in some instances 
displace bilirubin, causing a greater quality of dif- 
fusible bilirubin to be in the circulating blood. 
These drugs are Gantrisin, Midicel or Kynex, so- 
dium salicylate, caffeine and sodium benzoate, and 
vitamin K; I am sure that as studies go on more 
drugs will be discovered. Therefore, these drugs 
should not be given to already jaundiced infants. 
If given in sufficient dosage they will cause jaundice 
in infants not already affected by making available 
diffusible bilirubin. 

Odell further postulates that administration of 
low-salt albumin may be a practical means of ad- 
sorbing excessive bilirubin prior to exchange trans- 
fusion. He also indicates that the use of whole 
blood with its own albumin fraction may be more 
beneficial in this respect in exchange transfusions 
than the use of packed cells. Further work remains 
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to be done, but this is a great stride in the battle 
against kernicterus. 

The next most common cause of jaundice in the 
newborn is ABO incompatibility, causing erythro- 
blastosis. Jaundice develops within the first 24 to 
36 hours and reaches its maximum by the third to 
fourth day. This form is usually not as severe as 
the Rh incompatibility, but if the bilirubin ap- 
proaches or exceeds 20 mg. per 100 cc., kernicterus 
will follow. Therefore, it is imperative that ABO 
incompatibility be watched carefully. 

ABO incompatibility differs from Rh erythroblas- 
tosis in that it may occur in first-born children, since 
the anti-A and anti-B factors are naturally occurring 
antibodies in maternal blood and do not require 
prior sensitization. Haberman and his group® report 
that in 316 cases, 75 infants were first born, 99 
were second born, 78 were third born, and 64 were 
fourth born. 

The blood of type O mothers naturally contains 
anti-A and anti-B antibodies and can attack the 
erythrocytes of A and B types in the fetus, depend- 
ing upon the strength of the maternal antibodies. 
Type A mothers can affect type B and AB infants, 
and type B mothers affect type A and B infants. 

In the same paper,? Haberman and Aguilar are 
cited as stating that the results of direct Coombs’ 
tests are frequently weak or negative in ABO iso- 
immunization and thus unreliable as a criterion for 
ABO hemolytic disease. This is because the re- 
agents are produced and standardized primarily for 
the detection of the Rh-Hr isoimmunization and 
not for the detection of the antibodies of ABO 
blood tissue groups. The presence of naturally oc- 
curring as well as “immune” anti-A and anti-B in 
the infant's blood, and in the mother’s, makes it 
difficult to determine which were caused by iso- 
immunization. They therefore used and recommend 
the elution test of Landsteiner and Miller* as a 
means of demonstrating specificity of the antibody 
causing the damage to the infant’s erythrocytes. 
The direct Coombs’ test performed with selected 
antiglobulin sera, combined with this elution test, 
gives a definitive diagnosis of the cause of hemoly- 
sis. These tests may be postive even before jaundice 
is evident and may alert the physician to potential 
danger. 

The therapy for jaundice caused by ABO incom- 
patibility, as with any other jaundice, is exchange 
transfusion utilizing blood which has been screened 
for A and B factors in concentrations of less than 
100 to 200. Witebsky A and B substances are added 
to the donor blood, binding free antibodies. 

The most common cause of severe erythroblas- 
tosis and kernicterus is Rh-Hr incompatibility. 
There are today approximately fifty subgroupings 
of this factor, the most common of which are Rho 
or D, rh’ or C, rh” or E, and their accompanying 
Hro or d, hr’ or c, hr” or e. Donor blood is con- 
sidered negative only when all three factors are 
absent. The Rho or D factor is the most antigenic. 

Briefly, in erythroblastosis fetalis due to Rh 
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Every nursery nurse, nurse aid, staff 
physician, resident, and intern 
who enters a nursery should be on the 
alert to detect jaundice. Only 
early detection and proper diagnosis 
and treatment can lower the 


perinatal toll of this disease 


incompatibility, the mother’s blood is negative and 
the fetus’ blood is positive. Because of intercom- 
munication of the fetal and maternal circulations, 
the antigenic positive fetal blood sets into motion 
an antibody response on the part of the mother. 
If this is the first sensitization, there will probably 
be no noticeable effect on this child, since there 
will be insufficient antibody titer to effect any 
appreciable degree of hemolysis. However, should 
the mother have been sensitized previously by 
incompatible Rh transfusions or whole blood injec- 
tions, or by previous pregnancy with an Rh positive 
fetus, sufficient antibody response will cause a 
passage of antibodies into the fetal circulation, 
attacking the fetal erythrocytes. 

When the child is born, its erythrocytes have 
Rh antibodies attached, and they undergo hemoly- 
sis, causing hyperbilirubinemia. The maternal cir- 
culation is no longer present to carry off the excess 
bilirubin, and the liver cannot in itself cope with 
the situation; thus jaundice occurs early and is 
progressive. 

At our hospital we routinely collect a tube of 
oxalated and unoxalated cord blood at each 
delivery. When a mother is Rh negative, a cord 
Coombs’ test can be done immediately. Should 
this be positive, then a cord serum bilirubin test 
is done, with a complete blood count, typing, and 
Rh test. When there is an Rh negative mother, an 
Rh positive infant, and a positive Coombs’ test 
with a cord serum bilirubin in excess of 2.5 mg. per 
100 cc., a presumptive diagnosis of erythroblastosis 
is entertained. If there is destruction of erythro- 
cytes, there should be a hemopoietic response which 
can be detected by increased normoblast and 
reticulocyte counts. If these are present, this con- 
stitutes further confirmation. Generally the erythro- 
cyte count will drop to below 5,000,000 per cu. 
mm.; the cord hemoglobin will be 14 grams or less, 
or the capillary hemoglobin will be 15 grams or 
less. This would be sufficient reason to order 
fresh compatible whole blood. Type O Rh negative 
blood is commonly used, although I prefer type 
specific blood if it is obtainable. Blood which is old 
has excessive potassium and additional hematin 
which will be an additional burden to the infant. 
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Since the primary concern is hyperbilirubinemia, 
a serum bilirubin determination should be done 
within 3 hours of birth. For this, blood is obtained 
most easily by way of the umbilical vein. A poly- 
ethylene tube of large enough caliber to accom- 
modate a 17-gauge needle in its lumen is threaded 
into the vein under sterile technic, and the blood 
specimen is withdrawn. The tube can be removed, 
and gentle pressure stops the bleeding. This route 
can be used for the exchange transfusion and for 
further blood determinations up to the sixth day, 
in my experience, and up the tenth day in the 
experience of Wagner.® 

The critical level of serum bilirubin for develop- 
ment of kernicterus is 20 mg. per 100 cc. There 
have been patients who have exceeded 20 mg. per 
100 cc. and did not develop kernicterus, and there 
have been those in whom the bilirubin did not 
exceed 17 mg. per 100 cc. and did develop kernic- 
terus. In view of this, when bilirubin approaches 
20 mg. per 100 cc. or if the bilirubin rises 1 mg. per 
hour or more, exchange transfusion is an immediate 
necessity. 

The technic of exchange transfusion can be 
found in many pediatric texts, but the procedure is 
not to be undertaken lightly. A competent labora- 
tory, good blood bank facilities, and a good operat- 
ing room staff headed by a physician who is 
thoroughly familiar with the possible reactions of 
the infant are essential to successful transfusion. 

The primary exchange should utilize 500 cc. of 
whole blood, which will replace approximately 90 
per cent of the original fetal blood and remove 
the excessive bilirubin from the blood stream. 
Additional exchanges may be necessary depending 
upon the bilirubin level. 

The albumin in the donor blood may attract 
diffusible bilirubin from the extravascular spaces 
into the blood stream causing a rebound phenome- 
non. This bilirubin, if it approaches 20 mg. per 100 
ce., again, should be removed by exchange trans- 
fusion. Occasionally three or four exchange trans- 
fusions are required. Usually one is sufficient if it 
is done early enough.? 

More frequently of late we are seeing in pediatric 
literature reports of cytomegalic inclusion disease 
diagnosed antemortem. This disease, which may be 
intrauterine, is characterized by the appearance of 
jaundice within 12 to 24 hours of birth, associated 
with petechiae and purpuric spots. The Coombs’ 
tests are negative, the platelet count is low, and 
there are in the epithelial cells of the urinary 
sediment cytomegalic inclusion bodies demonstra- 
ble by Wright’s or Papanicolaou’s stain. Except for 
the absence of blood group incompatibilities, these 
infants cannot be differentiated from those with 
erythroblastosis. 

The finding of cytomegalic inclusion cells in the 
urinary sediment clinches the diagnosis. Therefore, 
the centrifuged urinary sediment of every jaundiced 
newborn showing petechiae or purpuric spots 
should be examined for the presence of cytomegalic 
inclusion bodies in the epithelial sediment. 
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The therapy still consists of exchange transfusion. 
In mild cases, where the bilirubin is not over 17 
mg. per 100 cc., gamma globulin may be used, 
the thought being that this is a viral disease and 
gamma globulin may provide some viral antibodies. 
The mechanism of hemolysis is theorized to be a 
direct action of the virus on the erythrocytes, 
although some feel that the action of antiviral 
antibodies on the infected erythrocytes causes 
hemolysis; thus these proponents do not use gamma 
globulin. I personally feel that since the inclusion 
bodies are found in various tissues of the body other 
than blood, including liver, parotids, and kidneys, 
gamma globulin is indicated in therapy. 

Hepatitis due to maternal transmission will cause 
jaundice which must be evident within the first 
24 hours because the disease process was present 
in utero. The mother may be asymptomatic. The 
jaundice is of the regurgitative type, the direct and 
indirect Van den Bergh tests both being positive. 
The Coombs’ test is negative. The child typically 
presents fever, watery stools, anorexia, failure to 
gain weight, poor tissue turgor, and a general 
appearance of ill health. If the condition becomes 
chronic, cirrhosis will ensue. 

Differential diagnosis from biliary atresia and 
the inspissated bile syndrome is essential, since 
these patients tolerate anesthesia poorly. 

Therapy is directed toward diet, with high carbo- 
hydrate, high protein, and high vitamin B complex 
indicated. The use of gamma globulin and steroids 
may hasten recovery. 

The next consideration is the jaundice which is 
found after the first 24 hours. Physiologic jaundice 
has already been mentioned as the most common 
cause of jaundice in the newborn. 

Sepsis is suspected when a jaundiced neonate does 
not thrive. Fever is no criterion, since newborns 
often have overwhelming sepsis without a febrile 
reaction, this often accounting for sudden, unex- 
plained deaths. The infection may have entered 
via the umbilicus causing septicemia or by way 
of the respiratory tract causing lung disease. Kidney 
disorders, bone involvement, or liver abscess must 
be borne in mind as foci. Hepatomegaly and 
splenomegaly are not uncommon. Urine, stool, 
blood, and nasopharyngeal cultures and neurologic 
and x-ray studies are warranted to determine the 
primary source of sepsis; then suitable antibiotic 
therapy should be vigorously instituted. 

Congenital hemolytic anemia, Cooley’s anemia, 
and sickle-cell anemia may all cause jaundice which 
becomes apparent in the newborn after the first 
week of life. Congenital syphilis is not frequent 
these days but must be kept in mind as a cause 
of jaundice, due directly to infection of the liver 
by the spirochetes. Toxoplamosis must also be con- 
sidered in the differential diagnosis of jaundice in 
early infancy. It also involves the liver directly, 
causing a regurgitative type of jaundice. Intra- 
cranial or intra-abdominal hemorrhage are infre- 
quent causes of icterus according to Potter,! but 
must be considered. 
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Galactosemia is an inborn error of metabolism in 
which the ingestion of lactose causes profound liver 
disturbances, producing obstructive jaundice which 
does not appear until after the first week of life. 
Disappearance of symptoms occurs when the 
offending substance is removed from the diet and 
Nutramigen or soybean preparations are substi- 
tuted. In some instances there is a spontaneous 
remission. 

In recent literature there have been reported a 
number of iatrogenic causes of jaundice in the 
newborn. These have been mentioned before; 
among them vitamin K is a frequent culprit. It has 
been found that the equivalent of 1 mg. of vitamin 
K activity will have as good therapeutic effect as 
10 mg. and carry none of the icterus-causing effects. 

Bound and Telfer® reported that, in 106 prema- 
ture infants without evidence of blood group in- 
compatibilities, 55 were given 10 mg. of vitamin K 
analogue daily for the first 3 days of life, and 51 
received 1 mg. on the first day. Of the first group, 
21 developed plasma bilirubin levels of 18 mg. per 
100 cc. or higher by the fifth day, and 2 died of 
kernicterus. However, in the second group, the 1 
mg. group, only 2 developed high levels. 

A mucous plug may cause obstructive jaundice, 
and it may be removed by intraduodenal instilla- 
tions of magnesium sulphate or cholagogues orally 
or, as a last resort, by operation. This condition is 
clinically differentiated from inspissated bile syn- 
drome only with difficulty. 

Inspissation follows jaundice due to hemolytic 
disease after the hemolytic process has abated. 
Bilirubin appears in the urine, and the direct Van 
den Bergh reaction is again increased. The stools 
become pale; urobilin disappears from the urine; 
and where the underlying hemolytic disease was 
undetected there is confusion with congenital 
atresia. Steroid therapy has proven effectual, as 
have cholagogues orally and magnesium sulfate 
intraduodenally. 

Finally, we come to what Kiesewetter’ calls 
surgical jaundice in infancy, or atresia of biliary 
ducts, either extrahepatic or intrahepatic. Differ- 
entiation of hepatocellular jaundice from obstruc- 
tive jaundice can be determined by total serum 
bilirubin, which declines in the hepatocellular type 
and progressively and uninterruptedly rises in the 
obstructive type. There is absence of urobilin from 
urine and stool and of bilirubin and bile salts from 
the duodenal juice. Dark urine and pale stools are 
present early. The jaundice slowly deepens until 
the skin assumes a greenish color. After medical 
causes have been eliminated, exploratory laparot- 
omy should be carried out. Kiesewetter,’ in his 
series, found that only 10 per cent were operable, 
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and there was a 68 per cent over-all mortality in 
those operated. 

In inoperable cases, the patient develops biliary 
cirrhosis and severe pruritis, and growth and devel- 
opment are retarded. Fat absorption is impaired 
with resultant deficiency of vitamins A, K, and D. 
Poor calcium absorption, rickets, and abnormal 
bleeding tendency become manifest. The patient 
may die of intercurrent infection or of hepatic 
coma after periods of ascites and edema. Age of 
death is usually from 6 months to 2 years. 

Congenital nonspherocytic hemolytic anemia 
must be differentiated from erythroblastosis. It is 
characterized by jaundice, hepatosplenomegaly, 
basophilic stippling, and macrocytosis. Though 
there is no blood group incompatibility or positive 
Coombs’ test, if the bilirubin exceeds 20 mg. per 
100 cc., exchange transfusion should be carried out. 
Many of these patients exhibit no jaundice despite 
marked anemia. 

In 1952, Crigler and Najjar described congenital 
nonhemolytic jaundice with kernicterus in 8 patients 
in one family. Since then, Rosenthal, Zimmerman, 
and Hardy,? at the University of Illinois, have 
reported another case with central nervous system 
disease, again emphasizing the importance of bili- 
rubin level in determining therapy in any form of 
jaundice. 


Summary 


Jaundice runs the gamut from the physiologic 
type to acquired hemolytic type; from inspissation 
of bile to congenital obstruction of the biliary 
tracts; from galactosemia to sepsis. Each is a 
diagnostic and therapeutic challenge to be met in 
the nursery, laboratory, or office, wherever new- 
borns are seen. Great strides have been made, are 
being made, and will be made so that perinatal 
morbidity and mortality due to jaundice will be 
reduced to nil. 
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Role of the gamma system 


in posture 
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F.A.C.N., Kansas City, Missouri 


Posture and postural problems have always been 
matters of special concern to the doctor of oste- 
opathy. Within the relatively brief history of the 
profession there has been a steady transfer of 
attention away from posture viewed as the main- 
tenance of a static position and toward a conception 
of it as a continuing series of dynamic movements. 
This attitude was foreshadowed several decades 
ago, when Sherrington! commented that voluntary 
muscle contractions arise out of and are blended 
with pre-existing posture. Liddell’s formulation 
nearly 60 years later is practically identical: every 
movement begins in posture and ends in posture.2 
It might be said that the emphasis has steadily 
shifted from the anatomy of posture to the kinesi- 
ology of posture. 

With the introduction of the electromyograph 
and similar instruments, physiologists have become 
more and more interested in the possibility that 
electronic theory might be used to interpret the 
neural and muscular interactions underlying pos- 
ture. In the normal person the force of gravity 
continually acts to flex the joints. Such movement 
stretches the extensor tendons passing over the 
joints, and the stretch reflex is immediately acti- 
vated to restore the balance. 

To explain the modus operandi of this mechan- 
ism, it has been postulated that the stretch reflex 
functions comprise a negative feedback or servo 
loop, that is, one in which the control system is to 
some degree regulated by the feedback of data 
from the controlled system. Muscle action is aided 
by a self-regulatory central reflex mechanism which 
Report 60-50, College of Osteopathic Physicians and Surgeons, Los 
Angeles, and Kansas City College of Osteopathy and Surgery. 
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first acts to facilitate muscular contraction and then 
dampens it by inhibition of the discharge from its 
motor neurons. Information from the end organs 
in the muscles recording tension, for example, is 
utilized to modify the rate of discharge from the 
motor system as is necessary to achieve the desired 
movements. If the muscle is acted upon externally, 
afferent impulses from the muscle spindles evoke 
the stretch reflex, and the feedback immediately 
functions to oppose any change in the tension or 
length of the muscle. 

Once the original conditions are restored, the 
spindles cease to discharge.? Technically this has 
been described as a “self-regulating closed-loop 
mechanism using negative feedback from the 
spindles to maintain a constant muscle length.” 
The spindle endings are classified as “misalignment 
detectors,” since they record differences in length 
between the muscle and the spindle, and the 
stretch reflex as a “follow-up servo,” since changes 
in muscle length tend to follow changes in spindle 
length.4 

The physiologic circuitry of the stretch reflex is 
not well understood. In view of the complicated 
nature of the mechanism and the fact that in many 
respects its functioning is still obscure, this is not 
surprising. It is only recently that physiologists 
have seriously attacked the problem; as late as 1950 
Granit and Kaada® commented, “There are only a 
few contributions to the reflexology of this system.” 
What research work has been done has been 
reported principally in British and Scandinavian 
journals, which are not always available to the 
busy practitioner. 

“We owe to Sherrington,” says Brain,® “the idea 
that a posture is fundamentally reflex and is deter- 
mined at the most elementary level by the distribu- 
tion of reflex muscular tonus.” As long ago as 1894 
Sherrington? made a careful study of muscle 
spindles, noting that only one half to two thirds of 
the fibers in a nerve to a skeletal muscle are 
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Fig. 1. Top to bottom: muscle fiber, intrafusal fiber, and mixed 
nerve, in rat (X450). 


efferent; the remainder are actually afferent. Later 
he? determined that decerebrate rigidity resulted 
from impulses arising within the limbs themselves, 
although he did not commit himself as to what type 
of end organ was responsible for these propriocep- 
tive reflexes. The nature of the stretch reflex was 
first demonstrated by Liddell and Sherrington,®-® 
and it became clear that decerebrate rigidity is 
actually a hyperactivity of the stretch reflex due 
to a loss of the impulses which normally inhibit it. 
It was then shown by Eccles and Sherrington!® 
that of the efferent nerve fibers in the cat, about 
two thirds are of large (12 to 20.) diameter (alpha 
fibers ), whereas one third (that is, two ninths of the 
whole nerve) are approximately 2 to 8 in diameter. 
These latter arise from the small anterior horn cells 


Fig. 2. Annulospiral nerve ending in rat (X450). 


lying near the large motor horn cells supplying the 
muscles, and it was inferred that they must be 
motor to the muscle spindles. They have since been 
termed gamma (y) fibers by Leksell,!! as their 
conduction velocity is about 40 per cent (20 to 44 
meters per second) of that of the Group I fibers, 
and it is on their role that much recent research has 
been concentrated. It is the purpose of this paper 
to summarize the findings on the functions of this 
system. 

The term “muscle-spindle” was coined by Kiihne 
in 1863.3 Basically a spindle consists of several 
intrafusal fibers enclosed within a capsule composed 
of one or more membranous lamellae (Fig. 1). 
The intrafusal fibers are continuous structures run- 
ning the full length of the muscle from tendon to 
tendon,!2 but descriptions of the size of these 
capsules and the number of intrafusal fibers con- 
tained within them vary widely from writer to 
writer; the evidence has recently been summarized 
bv Cooper.!° They are supplied with two tvnes of 
afferent (heavily myelinated) nerves and with 
efferent (finely myelinated) nerves, all having 
specialized nerve endings. Group I (12 to 20u) 
afferent fibers terminate in flattened bands called 
annulospiral (primary, or A2) endines. each of 
which is wranned around an intrafusal fiber near 
the equator of the spindle (Fig. 2). Grown IT (5 to 
12) afferent fibers ramifv on the surface of the 
intrafusal fibers to form the flower-sprav (secondary, 
or Al) endings, which enfold the mvotube between 
the polar and equatorial part of each motor pole 
of the spindle. These are generally diffuse divisions 
of the end of a medullated nerve, with no char- 
acteristic pattern.14 These display the same dis- 
charge properties as the annulospiral endings, and 
the physiologic basis for the differentiation between 
the two types has yet to be determined.!5 

Apparently the first direct observations of the 
activity of muscle spindles were reported by 
Matthews!® in 1933. He identified four distinct tvnes 
of receptors, which he designated Al, A2, B, and C. 
The Al response was considered to come from the 
flower-spray endings of the muscle spindles and to 
be excitatory for the stretch reflex; the A2 response 
was believed to come from the annulosniral endings, 
but its function was not ascertained. The B response 
was believed to come from the tendon organs of 
Golgi (Fig. 3) and to be inhibitory to the stretch 
reflex. The C endings lay in the fascia rather than 
in the muscle, were comparatively few in number, 
and were not considered to be of great significance. 

Group I nerves form direct connections with 
motoneurones to provide a monosynaptic reflex 
discharge which represents the myotatic reflex.!7 
The muscles of a given joint directly innervated by 
a reflex interconnection are termed a myotatic unit, 
although actually they comprise only a particular 
part of the structures influenced by the stretch of 
a muscle. Group I afferent fibers not only have 
direct excitatory connection with a part of a muscle 
and its synergists, but have a direct inhibitory 
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Fig. 3. Golgi organ of rat (X100). 


connection with the muscles that serve as its 
antagonist. These afferents thus contain two path- 
ways, one excitatory to the agonists and its syner- 
gists and inhibitory to the antagonists, and one 
which is probably inhibitory to the agonists and its 
synergists and excitatory to the antagonists. Such 
a scheme is consistent with the principles of 
reciprocal innervation.18-2° 

Practically all of the tension of a muscle is 
developed upon stimulation of the larger (over 
8u) efferent fibers. These set up the motor unit 
twitch response. If stimulation of the y efferent 
fibers has any effect on muscular contraction, it is 
so small as to be undetectable.11-15.21 The logical 
conclusion is that they act as a servo mechanism for 
control of the afferent discharge. Presumably they 
function by altering the sensory discharge in Mat- 
thews’ Type A receptors. The discharge of the 
muscle spindle can be regulated in two ways: (1) 
by changes in the tension of the extrafusal (striated 
muscle fibers other than those in the muscle 
spindles) muscle fibers, and (2) by changes in the 
efferent discharge to the intrafusal fibers?? (Fig. 
4). In general the discharge from the spindles 
increases with the increase of tension occurring 
during passive stretch of the extrafusal fibers (since 
the muscles and the muscle spindles are parallel, 
stretching the muscle also stretches the whole 
spindle), and decreases during the resulting con- 
traction, when the stress on them is slackened. 

The function of the spindles, then, is to signal 
changes in muscle length. The frequency of the 
discharge is roughly proportional to the degree of 
muscle lengthening. It is theorized that in the 
absence of changes in muscle tension, the y fibers 
themselves innervate the motor end plates on each 
pole of the muscle spindles. At rest there is a 
constant discharge of 10 to 60 frequencies per 
second transmitted from the spinal cord along the 
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y fibers. When the intrafusal muscle bundles con- 
tract, they stretch the primary sensory endings at 
the equator of the muscle spindles and cause them 
to initiate increased afferent impulses, just as if the 
extrafusal fibers had been stretched. In effect, 
therefore, they may compensate for the reduced 
tension on the muscle spindles resulting from 
muscular contraction. 

The threshold of activation of the gamma efferents 
apparently is lower than that for the alpha efferents 
and may be influenced from a variety of brain 
structures. The dominant role of the gamma effer- 
ents in decerebrate rigidity suggests that postural 
maintenance is an important part of their function, 
and that the stretch reflex may be nonexistent 
without some degree of intrafusal innervation.2° 
In either case, when these discharges reach the 
central nervous system, they modify the output of 
the alpha motoneurones to the extrafusal fibers in 
the same muscle and the muscle alters its length, 
even though it may not have been stretched. This 
constitutes the stretch reflex arc. 

Normally the contraction of muscle is aided by 
facilitory impulses emanating from certain end 
organs and then inhibited by the output of certain 
other end organs. Actually facilitation does not 
disappear, but is overridden by inhibition. Granit®* 
states that his investigations in this area can be 
explained by the assumption that the annulospiral 
endings are excitatory and the Golgi tendon organs 
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( Matthews’ Type B) are inhibitory. Since the latter 
are in series with the muscle, they respond to either 
stretch or contraction. This appears to comprise a 
mechanism designed to protect the muscles from 
excessive tension. Jung and Hassler®5 believe that 
the flower-spray endings constitute the facilitory 
receptors. The greater the tensile stress, the greater 
the resulting inhibition, and the rate at which 
the tendon organs respond is a measure of the 
degree of tension within the muscle. 

It is probable that posture and steady voluntary 
2ffort are maintained through the gamma system. 
If the stretch reflex arc were to be in command 
during the voluntary movements, it would tend to 
oppose them, since the strain would be taken off 
the spindles and there would be a cessation of 
afferent impulses. It appears, then, that sudden 
efforts excite the main motor neurones directly. 

Regulation through a reflex arc inevitably intro- 
duces certain unavoidable delays, which may 
amount to more than 50 msec., into the system, 
but give the muscle self-regulative or servo prop- 
erties. At all lengths and regardless of whether 
the movement is one of contractions or relaxation, 
the alpha and gamma systems may work in 
combination, the relative contributions of each 
being in some way dependent upon the cerebel- 
lum.26.27 The most recent work suggests that at 
least some motor spindles may also be stimulated 
directly by a fibers, which produce a fast process of 
spindle activation, and thus assist in meeting the 
need for rapid muscular response.2® 

Under laboratory experimental conditions the 
strongest voluntary muscular contraction does not 
drive motor units at frequencies above 50 per 
second. It is possible that under the stimulus of an 
emergency or athletic competition this rate may 
be increased.29 Athletes are generally agreed that 
the mental excitement of competition results in the 
ability to overcome or ignore pain, and that this 
is a necessary step in determining how closely an 
athlete approaches the absolute limits of per- 
formance.°° Morehouse?! hypothesized that the 
afferent discharges elicited during violent muscular 
contraction react on the central nervous system 
to depress efferent motor discharges and thus 
limit performance, and that training conditions 
the muscle spindles to repeated stimuli, so that 
stronger contractions may be permitted. He was, 
however, unable to demonstrate this experimentally, 
and now inclines to the view that one effect of 
training is a reduction of the inhibiting effect of 
the extrapyramidal system on the anterior horn 
cells which produce contraction. The possibility 
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exists that the mechanisms which control the blend- 
ing of movements into postures may also be the 
ones which place the upper limit on performance. 
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Indications for surgery 


in stapes mobilization 


and tympanoplasty 


LLOYD A. SEYFRIED, D.O., F.O.C.O.O.,* De- 
troit, Michigan 


Since the development of the Lempert! one-stage 
fenestration operation in 1938, surgery of the ear 
has undergone a revolutionary change. This opera- 
tion held the spotlight in otology because, for the 
first time, a dependable procedure was available 
which gave predictable improvement in hearing 
that could be maintained continuously. 

Interest shifted to the procedure of Rosen? in 
1952, when he revised the mobilization operation, 
adding simplicity, direct approach, and lessened 
disability. The mobilization operation also offered 
a theoretic advantage of 25 decibels of additional 
hearing since it did not disrupt the ossicular chain. 
The stapes mobilization operation, however, has 
not proved to be as simple, dependable, or pre- 
dictable as was hoped, and its theoretic advantage 
could be achieved in less than 10 per cent of op- 
erated cases. 

In spite of varied and rapidly changing technics, 
in which interest changed from transcrural applica- 
tion of force, to chisels applied to the stapes foot- 
plate (Derlacki, Shambaugh, and Harrison*), and 
finally to stapes extraction with application of a 
vein graft to the fenestrated oval window and a 
prosthetic stapes (Shea*) of polyethylene or stainless 
steel to energize the fenestra, results in mobilization 
are still somewhat inconsistent and undependable. 

To overcome these disadvantages and preserve 
the dependability and predictability of the fenes- 
tration operation, Réudi> developed a transmeatal 
fenestration with incudopexy. This has been modi- 
fied by Shambaugh®7? as the myringo-malleo- 
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labyrinthotomy. The attic and antrum are opened 
as in the classic fenestration operation and an 
oval-shaped fenestra is made in the horizontal semi- 
circular canal. This is covered by a vein graft. 
The incus is removed and a cup-shaped excavation 
made in the head of the malleus to accommodate 
a polyethylene columella, which directly energizes 
the new fenestra by transmitting energy from the 
large tympanic membrane. 

The complexity of methods which has evolved 
from the stapes mobilization and fenestration oper- 
ations is made even greater by the development 
of methods to reconstruct the middle ear hearing 
mechanism which has been destroyed by suppura- 
tive disease or surgery. Wullstein,® in 1953, first 
used the term “tympanoplasty” to describe these 
procedures which now are largely replacing the 
classic radical mastoidectomy. Consequently, since 
all of these procedures are in a state of develop- 
ment and refinement, it is important that they be 
evaluated and that surgical indications for them 
be correlated. 


Determination of operability 


Until recently the otolaryngologist lacked the 
advantage of the ophthalmologist who could see 
into the eye as far as the ending of the optic 
nerve. The otologist has been limited to otoscopic 
inspection of the tympanic membrane. However, 
with the surgical microscope the otologic surgeon 
can see into the middle ear: see, palpate, and 
dislodge otosclerotic changes about the stapedial 
footplate, and even peer into the endolymphatic 
labyrinth itself through a fenestra he has con- 
structed. 

At the very onset, in order to avoid disappoint- 
ment to himself and his patient, he must from his 
otologic and audiologic examination decide when 


& 
j 
Fe 
4 
a 
A 
oy 
if 
4 
i 
{ i) 
at 
4 
% 
| 


he should advise a stapes mobilization as a primary 
procedure, and when he must undertake the more 
formidable but more dependable and predictable 
fenestration operation. The patient must be told 
of his chances of success with each, but the 
otologist alone should make the choice, bearing 
in mind that if he fails he may not have a second 
chance. 

The success of mobilization operation is depend- 
ent on several unknown anatomic and pathologic 
variables which cannot be anticipated until they 
are revealed by the surgical microscope at operation. 
Farrior® has classified these variables as to stapes 
operability as follows: 


Anatomic Variables 
A. Depth of the Footplate of Operability (Prognosis ) 


Stapes 

1. Superficial Favorable 

2. Moderately superficial Less favorable 

3. Moderately deep Unfavorable 

4. Deep Unfavorable 
B. Angulation of Crura 

1. Upright Most favorable 


Less favorable 
Unfavorable 
Less favorable 


2. Downward tilt (free) 
3. Downward tilt (fixed) 
4. Upward tilt 

C. Strength of Crura 


1. Weak crura Vulnerable 
2. Medium crura Moderately vulnerable 
3. Strong crura Invulnerable 


4. Atrophic crura Inoperable footplate 


Pathologic Variables 
A. Location of Otosclerosis Operability (Prognosis ) 
1. Type of otosclerosis 


a. Circumscribed Favorable 
b. Diffuse Unfavorable 
2. Footplate otosclerosis 
a. None Favorable 
b. Anterior footplate Favorable 
c. Posterior footplate Favorable 
d. Superior marginal Unfavorable 
e. Inferior marginal Unfavorable 
f. 1/4 Footplate involved _ Favorable 
g. 2/4 Footplate involved _Less favorable 
h. 3/4 Footplate involved —§ Unfavorable (thick) 
i. Complete footplate Favorable (thin) 
j. Complete footplate Inoperable (thick) 


3. Crural otosclerosis 


a. None Favorable 
b. Anterior crus Favorable 
c. Posterior crus Unfavorable 
d. Bicrural anterior & 

posterior crura Inoperable 
e. Apical Inoperable 
f. Cervical Inoperable 

4. Round window otosclerosis 

a. No otosclerosis Favorable 
b. Marginal without 

closure Favorable 
c. Partial closure Unfavorable 


d. Complete closure 


B. Character of Otosclerosis 


1. 


Thickness of otosclerosis of 
stapes and oval window 

a. Very thin 

b. Thin 

c. Moderately thick 

d. Thick 


Inoperable for either 
mobilization or 
fenestration 


Favorable 
Favorable 
Unfavorable 
Inoperable 


2. Color of otosclerosis 


a. White Favorable 
b. Nearly white Favorable 
c. Pink Unfavorable 
d. Red Inoperable 


C. Miscellaneous Pathology 

. Mucous membrane webs 

. Fibrous adhesions 

Abnormalities of footplate 

Abnormalities of anterior crus 

Abnormalities of posterior crus 

Abnormalities of stapedius 

Abnormalities of incus 

Abnormalities of malleus 

. Systemic diseases 

. Additional abnormalities 

athological Combinations 

. Anterior footplate 

. Anterior footplate, anterior crural 

. Anterior footplate, anterior crural, inferior marginal 
. Anterior footplate, anterior crural, inferior marginal, 
posterior crural 

. Anterior footplate, anterior crural, superior marginal 
. Anterior footplate, anterior crural, superior marginal, 
posterior crural 

. Complete footplate, thin 

. Complete footplate, thick 


D. 


It can readily be seen that of the two basic types 
of otosclerosis, circumscribed and diffuse, circum- 
scribed responds best to mobilization treatment. 
Thick diffuse, otosclerosis reacts unfavorably to 
mobilization, and when otosclerosis thickens to 
obliterate the annulus or oval window, as Farrior® 
points out, “There is no need to jeopardize inner ear 
function with excessive footplate surgery when the 
existing pathology is beyond the limits of stapes 
surgery, present or future.” 

The surgical limitations of stapes mobilization 
must be recognized by the surgeon. If the inner 
ear is damaged by mobilization through careless 
footplate surgery, the ear is permanently damaged 
or completely deafened, and there can be no hope 
of improvement through secondary fenestration. 


Selection of patients for fenestration 
or mobilization surgery 


Mobilization may be attempted in any case of 
otosclerosis suitable for fenestration and may be 
applied to some cases which are no longer suitable 
for fenestration. Surgical indications for fenestra- 
tion, therefore, form the basis for decisions. 

Cases suitable for fenestration may be classified 
into ideal cases (Type A); suitable, but not ideal 
cases (Type B); and borderline cases (Type C).” 


Type A (ideal cases) ¢ The stapes is firmly fixed 
and cochlear function is normal. The following 
tests and audiologic findings are noted: 

1. C 32 and C 64 forks are not heard by air. 

2. Rinne’s test is negative for C 256, C 512, and 
C 1024. 

3. The air conduction audiogram is flat or rises 
slightly in high frequencies, and shows a loss of 
45 to 60 decibels in the speech frequencies C 500, 
C 1000, and C 2000. 


4. The bone conduction audiogram will be within 
5 decibels of the normal 0 line for speech fre- 
quencies C 500, C 1000, and C 2000, after correct- 
ing for the Carhart!® notch. This correction is 
achieved by adding 5 decibels to the bone curve 
at C 500, 10 decibels at C 1000, and 15 decibels 
at C 2000, and 5 decibels at C 4000. 

5. There is an adequate air-bone gap of 35 to 
50 decibels. 


Type B (not ideal, but still suitable) e¢ The stapes 
is fixed and cochlear function normal for two of 
the three speech frequencies. The following tests 
and audiologic findings are noted: 

1. C 32 and C 64 tuning forks are not heard 
by air. 

2. Rinne’s test is negative for C 256, C 512, and 
C 1024 forks. 

3, The air conduction audiogram shows moderate 
depression for high frequency tones. The loss by 
air is 45 to 70 decibels in the speech frequencies 
C 500, C 1000, and C 2000, but the loss is greater 
for C 2000. 

4, The bone conduction curve is within 5 decibels 
of the normal 0 after correction of the Carhart 
notch in the lower of the two speech frequencies, 
C 500 and C 1000, but there is a greater loss in 
the higher frequency C 2000. 

5. There is an adequate air-bone gap of 35 to 
50 decibels. 


Type C (borderline cases) ¢ The stapes is firmly 
fixed with considerable cochlear degeneration and 
loss of cochlear reserve. The following tests and 
audiologic findings are noted: 

1. C 32 and C 64 forks are not heard by air. 

2. Rinne’s test is negative for the C 512, C 1024, 
and C 2048 forks. 

3. The air conduction audiogram shows a sloping 
curve with a 75 to 90 decibel loss for the speech 
frequencies C 500, C 1000, and C 2000. 

4. The bone conduction curve shows a loss of 
more than 10 decibels for two higher speech fre- 
quencies when corrected by the Carhart notch, 
C 1000 and C 2000. 

5. There is an adequate air-bone gap of 35 to 
50 decibels. 

All cases selected for either mobilization or 
fenestration must have an intact tympanic mem- 
brane, a functioning eustachian tube, and an 
external canal and middle ear free from active 
or recent infection. 

While mobilization may be advised as the 
preliminary procedure in all suitable cases for 
fenestration surgery, it must be remembered that 
it is speculative and unpredictable, and hence the 
fenestration operation is advised for cases of 
bilateral otosclerosis of Types A and B. In Type C 
cases, the mobilization operation is advised as the 
primary procedure. 

Stapedectomy with polyethylene prosthesis is 
now being used as the primary procedure in all 
three types of cases with predictable and depend- 
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able results, equal or superior to those previously 
obtained with fenestration operations.!1-12 


Selection of patients 
for tympanoplasty 


The five types of tympanoplasty, as classified by 
Wullstein,’ are as follows: 


Type I (myringoplasty, myringoplexy) e Find- 
ings are as follows: 

1. Ossicular chain intact and functioning 

2. Central perforation of tympanic membrane 

3. Middle ear and mastoid free from active disease 

4. Eustachian tube must be functional 

5. Prosthesis (patch) over perforation improves 
hearing to serviceable level 

6. Sound probe test (Zéllner!*) positive; hearing 
better on ossicular chain than at promontory. 

Hearing can be expected to improve to approxi- 
mately the same level as indicated by patch test. 
Attic and antrum must be inspected through control 
holes to discover and remove cholesteatoma and 
other destructive disease. 


Type II (tympano incudoplasty, tympano in- 

cudopexy) e Findings are as follows: 

. Partial destruction of malleus 

. Incus and stapes mobile and functional 

. Central perforation tympanic membrane 

. Middle ear and mastoid free from active disease 

. Patch test positive for serviceable improvement 

. Eustachian tube must be functional 

. Sound probe test (Zéllner) positive. 
Hearing is improved on ossicular chain rather 

than at promontory. Serviceable hearing improve- 

ment can be expected approximately equal to that 

produced by the prosthesis or patch test. The 

epitympanum and mastoid antrum must be investi- 

gated for cholesteatoma. 


Type III (tympano stapedioplasty, tympano sta- 
pediopexy) e Findings are as follows: 

1. Stapes intact and mobile 

2. Malleus and incus destroyed or unusable 

3. Large complete destruction of tympanic mem- 
brane 

4. Sound probe test on stapes head are positive 

5. Eustachian tube must be functional 

6. The epitympanum and mastoid antrum must 
be free from active disease. The mastoid antrum 
and epitympanum must be completely explored. 

Skin graft must produce a shallow middle ear 
in direct continuity with the mobile stapes head, 
giving a columella effect. 


Type IV (hypotympanoplasty, small middle ear, 
Kleine Pauke) e Findings are as follows: 

1. The ossicles and tympanic membrane are de- 
stroyed 

2. The stapes crura are gone but a mobile foot- 
plate remains 

3. The middle ear, mastoid, and epitympanum 
must be free of active disease. 
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4. The eustachian tube must be functional. 

A small middle ear is made to sound-protect the 
round window. The resultant small middle ear must 
have free air communication between the functional 
eustachian tube and the round window. The oval 
window is not covered by the graft. 


Type V (small middle ear, Kleine Pauke, with 
fenestration of horizontal semicircular canal) e 
Findings are as follows: 

1. The ossicles and membrane tympani are com- 
o—_ destroyed and the stapedial footplate is 

e 

2. The eustachian tube is functional 

3. The middle ear and mastoid are free of active 
disease 

4. Sound probe tests are negative but a satis- 
factory air-bone gap of 35 to 50 decibels exists. 

The round window is sound-protected by skin 
graft, forming a small middle ear in direct air 
communication with functional round window. The 
fenestra nov-ovalis (fenestration of horizontal semi- 
circular canal) replaces the fixed stapes footplate 
and restores acoustic transmission in endolymph. 


All tympanoplastic procedures must be considered 
unpredictable and speculative at this stage of de- 
velopment. The frequency of finding cholesteatoma 
or hidden granulomata in what seemed to be an 
inactive ear, and the failure of a flap or skin graft, 
make this type of operation one of unpredictable 
disappointment and failure or unexpected and 
rewarding success. The experience of the surgeon 
and his ingenuity to solve the micromechanical 
problems encountered spell the difference between 
brilliant success and dismal failure. 

The use of vein grafts to repair defects in the 
tympanic membrane, combined with prostheses 
(polyethylene and stainless steel), have expanded 
the indications and improved the results in all 


five types of tympanoplasty.!4 
Special problems 


The problem of dealing with the actively sup- 
purating ear in chronic suppurative otitis media 
and mastoiditis takes on new meaning since the 
added responsibility of preservation and improve- 
ment of hearing has been given to the surgeon. 
Never is radical mastoidectomy indicated in the 
benign type of chronic suppurative otitis media, 
acute suppurative otitis media, secretory otitis, or 
even tuberculous otitis. The Bondy or Heath modi- 
fied radical mastoidectomy can often be employed 
to deal with this situation. 

In chronic destructive otitis media and mastoiditis 
with chronic osteitis or cholesteatoma, the classic 
radical mastoidectomy is indicated but with the 
modification that the middle ear must be left in 
such a condition that a Type IV or V tympanoplasty 
can be done. There should never be any compro- 
mise between infection and hearing. Infection 
should always be eliminated first. Just as the cancer 


surgeon must remove all cancer cells, primary and 
secondary, if he is to save the patient, the otologic 
surgeon must remove all of the infection if he is to 
save the hearing. Reconstruction must always occur 
in an inactive ear. Infection will destroy the results 
of the most carefully conceived procedure. 


Summary 


1. Surgical indications for reconstructive middle 
ear operations have been evaluated, and the limi- 
tations of direct mobilization of the stapes in 
otosclerosis discussed. 

2. Fenestration of the horizontal semicircular 
canal has been shown to be the most predictable 
and dependable surgical procedure for otosclerosis, 
but it has the disadvantage of leaving an operative 
cavity and failing to recover about 22 decibels of 
hearing because of loss of sound pressure trans- 
formation. 

3. Stapedectomy with polyethylene prosthesis is 
presently advised as the primary operation in all 
three types of otosclerosis, with results equal or 
superior to the fenestration operation but over- 
coming its two disadvantages. 

4. The surgical requirements and indications for 
tympanoplasty have been outlined. The results of 
tympanoplasty, while still unpredictable and specu- 
lative, are greatly improved by the surgical elimi- 
nation of all diseased tissue in the middle ear and 
mastoid and the use of vein grafts and prostheses 
to repair defects in the sound pressure transformer 
mechanism. When the sound pressure mechanism 
is absent or destroyed, hearing can still be im- 
proved by sound protecting the round window to 
create a phase difference (small middle ear). 
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Diagnosis of transient 
cerebrovascular syndromes 


MAX T. GUTENSOHN, D.O.,* Kirksville, Missouri 


Transient cerebrovascular attacks are ordinarily a 
manifestation of atheromatous plaques in one of 
the vessels supplying the brain. They may also 
occur in the sensitive carotid sinus mechanism or 
in hypotension from whatever cause. These latter 
diseases will not be discussed in this paper. 

For many years a somewhat fatalistic attitude 
was adopted toward not only transient vertiginous 
type attacks but also to the cerebrovascular acci- 
dent itself. Commonly termed “a stroke” by both 
the medical profession and the laity, general nurs- 
ing and supportive care were practically all that 
were utilized. Very little effort was made to diag- 
nose the vessel or vessels involved in the attack. 

Recently a more aggressive attitude in diagnosis 
and therapy has proved to be quite advantageous 
in the final outcome of this disease. Cerebral 
angiography may be necessary for diagnosis and 
often is the only way a final diagnosis is made. 

A transient attack may be very difficult to diag- 
nose completely. However, strict attention to all 
of the symptoms that can be remembered will 
usually give one a clue as to the location of the 
involved vessel. Usually arteriosclerosis, with or 
without hypertension, is at fault. However, cerebro- 
vascular spasm can and does occur. Some years 
ago most short cerebrovascular episodes were 
thought to be cerebral vasospasm. Then this theory 
fell into disrepute. Recently it has been fairly well 
proved that vasospasm does occur and may lead 
to cerebral infarction without frank thrombosis, 
embolism, or hemorrhage.! 

One would expect that vasospasm would occur 
more readily in a young artery than in one already 
rigid with calcific degenerative changes, but it 
does also occur in aged persons. It has been of 
interest to read that Dickinson and Thomson? have 
postulated that caroticovertebral stenosis may be 
Presented at the annual meeting of the American College of Osteo- 
pathic Internists, Dallas, Texas, September 24-26, 1959. 

*Address, Box 723 


JOURNAL A.O.A., VOL. 60, DEC. 1960 


the cause of most cases of cerebrovascular disease, 
excluding embolism. 

Elkington* has proposed a classification of cere- 
bral vascular disease that would seem appropriate 
to this discussion. 

Diffuse 

(a) Generalized ischaemic brain degeneration from 
atherosclerosis. 
(b) Cerebral disorder in arterial hypertension. 


(a) Focal softenings from ischaemia, including oc- 
clusion of minor vessels by thrombosis or em- 
bolism. 

(b) Massive softening from ischaemia, including oc- 
clusion of major vessels by thrombosis or em- 
bolism: 

(1) Internal carotid artery occlusion. 
(2) Basilar artery occlusion. 
(c) Intracranial haemorrhage: 
(1) Meningeal haemorrhage: 
( i) Extradural. 
( ii) Subdural. 
(iii) Subarachnoid. 
(2) Intracerebral haemorrhage. 

It would seem logical that the transient attack 
would have the same symptoms as the later more 
disabling or fatal attack if the same vessel is in- 
volved. Let us then review the symptoms of occlu- 
sion of different cerebral vessels, both outside and 
inside the cranium. 

Following are the signs and symptoms of occlu- 
sion of the internal carotid artery: 

. Contralateral hemiplegia and hemianesthesia 
2. Ipsilateral blindness 

3. Aphasia 

4. Mental confusion 

5. Convulsions 

6. Altered consciousness 

7. Contralateral disturbance of spatial and dis- 
criminative sensibility 

8. Altered ophthalmodynamometry 

9. Diminished pulsations on affected side (?). 

Following are signs and symptoms of occlusion 
of the anterior choroidal artery: 

1. Contralateral hemiplegia 

2. Contralateral hemianesthesia, involving all sen- 
sory modalities, with degree varying; defect transient 
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3. Hemianopia, possibly quadrantic, with sparing 
of macula; defect persists 

4. Ipsilateral pupillary dilatation with sluggish 
reaction to light 

5. Involvement of thalamus and basal ganglia. 

Signs and symptoms of occlusion of the middle 
cerebral artery are: 

1. Profound coma 

2. Contralateral hemiplegia 

3. Contralateral hemianesthesia 

4. Contralateral hemianopia 

5. Total aphasia if lesion is in the dominant 
hemisphere 

6. Death usually occurs. 

If the striate arteries are occluded, the signs and 
symptoms are: 

1. Spastic hemiplegia 

2. Aphasia, which may occur alone 

3. Crossed paresis of the lower part of the face 
and tongue. 

Occlusion of the posterior cerebral artery has 
the following signs and symptoms: 

1. Contralateral hemiplegia 

2. Complete contralateral hemianesthesia 

3. Contralateral homonymous hemianopia 

4. Sensory aphasia if the dominant side is in- 
volved 

5. Ipsilateral cerebellar signs 

6. Thalamic syndrome 

7. Alexia (visual agnosia). 

Following are the signs and symptoms of occlu- 
sion of the superior cerebellar artery: 

1. Ipsilateral ataxia 

2. Ipsilateral involuntary movements 

3. Contralateral hemianalgesia 

4. Hypacusis. 

In occlusion of the posterior inferior cerebellar 
artery, the signs and symptoms are: 

1. Ipsilateral facial analgesia 
. Ipsilateral Horner’s syndrome 
. Ipsilateral ataxia 
. Ipsilateral palatal and vocal cord paralysis 
. Contralateral body analgesia 
. Occipital headache 
Vertigo 
. Frequently nausea and vomiting 

9. Horizontal nystagmus, with rapid movement 
toward side of lesion 

10. Singultus. 

Complete occlusion of the basilar artery produces 
the following signs and symptoms: 

1. Usually fatal 

2. Coma 

3. Areflexia 

4. Hyperpyrexia 

5. Pin-point pupils. 

Incomplete occlusion of the basilar artery is 
associated with these signs and symptoms: 

1. Cranial nerve palsies 

2. Dysarthria 

3. Dizziness and headache 

4, Emotional lability 


5. Bilateral Babinski signs 

6. Hemiplegia or quadriplegia 

7. Remissions and exacerbations. 

Signs and symptoms of occlusion of the vertebral 
artery are: 

1. Sudden onset; death may be immediate 

2. Severe vertigo with falling 

3. Vomiting 

4. Spontaneous coarse nystagmus, toward side 
of lesion 

5. Ipsilateral Horner’s syndrome 

6. Ipsilateral paralysis of soft palate, pharynx, 
and larynx 

7. Ipsilateral analgesia of upper part of face 

8. Contralateral analgesia of body 

9. Ipsilateral ataxia 

10. Contralateral paresis. 

As was stated previously, either vasospasm or 
arterial stenosis or both may be factors in produc- 
ing the symptoms of cerebral vascular attacks. At- 
tempts to increase the cerebral vascular circulation 
have been made in a variety of procedures. Injec- 
tion of the stellate ganglion was utilized at one 
time, but is largely now in disrepute. Vasodilator 
drugs have been disappointing in their action. 
Papaverine and histamine have been used most 
often; at best, they do not have specific cerebral 
vascular dilating properties and may lessen the 
cerebral flow by a lowering of the systemic blood 
pressure, 

Aminophyllin, if given in the first half hour, is 
said to be advantageous. I have not found it useful. 
Nicotinic acid has no direct cerebral vessel dilating 
effect. Intravenous procaine seemingly has been 
useful; however, its usefulness may be more appar- 
ent than real. The only true cerebral vessel dilator 
is carbon dioxide, as hypoxia increases cerebral 
blood flow and oxygen decreases it. Probably the 
best modality available is a 5 to 10 per cent mix- 
ture of carbon dioxide with oxygen. This should 
be given by mask for about 10 minutes or until 
a facial flush occurs. It can be used several times 
a day or even up to 10 minutes in each hour. 

Surgical treatment may be necessary in carotid- 
vertebral artery stenosis. Long-term administration 
of anticoagulants is often the most useful therapy. 


Summary 


Transient cerebral vascular attacks are usually 
due to vasospasm or stenosis of a cerebral or 
extracerebral vessel, or a combination of these 
factors. Cerebral angiography may be necessary 
to locate the artery involved. Symptoms of occlu- 
sions of the cerebral vascular tree are presented. 
Probably the only true vasodilator is carbon dioxide. 
Surgical repair of an accessible stenosed artery may 
be necessary. Anticoagulants may be used. 
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Perineurial cyst as cause 


of acute low-back syndrome: 


Case report 


WESLEY R. SLATER, D.O.,* Tulsa, Oklahoma 


A 38-year-old white male entered Osteopathic Hos- 
pital on June 30, 1958, with a chief complaint of 
severe low-back pain, of 2 days’ duration. Onset 
had been sudden, occurring while the patient was 
rising from bed. The pain had been constant and 
became exaggerated upon any motion; occasion- 
ally it would radiate into the buttocks. 

The past history revealed that on April 23, 1956, 
the patient had had a hemilaminectomy at the 
fourth and fifth lumbar levels with removal of a 
herniated disk from the fourth lumbar interspace. 
Recovery had been uneventful, and he had ex- 
perienced no low-back pain until this episode. 

When seen for physical examination, this 165- 
pound man was lying in bed, in apparent distress. 
The cardiovascular, gastrointestinal, and genitou- 
rinary systems were reviewed and found to be 
noncontributory. Other physical findings noted 
were as follows: 

1. Generalized lumbar muscle spasm with mo- 
tion limited in all planes 

2. Tenderness to palpation and percussion over 
the fourth and fifth lumbar and second sacral 
spinous processes, especially marked over the 
second sacral area 

3. Pain exaggerated by heel jolting and cough- 
ing or sneezing 

4. No muscle atrophy of the lower extremities 

5. Patellar reflexes, equal; right achilles reflex, 
This paper, presented at the annual meeting of the American Osteo- 
pathic Academy of Orthopedics, Los Angeles, October 28, 1959, was 
prepared during a residency in the Department of Orthopedic Surgery, 
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moderately diminished; pareses, none elicited; and 
Babinski reflex and ankle clonus, absent 

6. Lasegue’s test, 3 plus bilaterally 

7. Ely’s test, positive bilaterally 

8. Low-back pain exaggerated by passive hyper- 
extension. 

Roentgenographic examination of the lumbar 
spine and pelvis revealed no bony anomalies. Mild 
hypertrophic lipping was observed. 

Management of the patient was at first con- 
servative, including application of hot packs and 
Medico-tronic to the lumbar spine daily, pelvic 
traction of 12 pounds, Acthar-Gel daily, and muscle 
relaxants. After 8 days of this regimen the patient 
experienced only moderate improvement. Ambula- 
tion caused the symptoms to recur. Tenderness 
was still marked over the second sacral level, and 
anal paresthesia was noted. 

A myelogram was perfcrmed, and there was mild 
suggestive evidence of disk damage at the second 
and fourth lumbar levels, on the left side. Because 
the myelographic findings did not correlate with 
the physical findings, 3 cc. of dye were inten- 
tionally left in the subarachnoid space. 

Laboratory findings on the spinal fluid were as 
follows: total protein, 80 mg. per 100 cc.; Pandy 
test, strongly positive; colloidal gold curve, nega- 
tive; Kahn test, negative; and leukocytes and 
polymorphonuclear cells, 2 each. 

The patient was dismissed on the following day, 
to be ambulatory for 1 week. On July 14 he was 
readmitted to the hospital. Further roentgeno- 
graphic study of the lumbar spine was under- 
taken, and the remaining dye was removed. These 
films revealed a persistent dye-filled spherical 
tumefaction at the second sacral level; the dye 
could not be moved by altering the patient’s posi- 
tion. At that time the physical findings were still 
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present and were similar to those upon dismissal, 
no improvement or change being noted. 

The patient was taken to surgery on July 16 for 
exploration of the sacral area. The spinous process 
and bony covering of the sacrum were removed 
at this level and the contents were observed. A 
cystic tumefaction was noted on the second sacral 
nerve root on the left side; this was removed by 
sectioning the nerve above and below the tumefac- 
tion. The surgical diagnosis was perineurial cyst 
of the second sacral nerve root. 

A roentgenogram taken the next day showed 
that the dye-filled tumefaction was absent. 

Postoperative recovery was surprisingly good; 
the patient ambulated the next day with no pain. 
He required only 4 doses of narcotics after oper- 
ation and was dismissed asymptomatic on the fifth 
postoperative day. There was only one sequela to 
the operation, and this was due to the sectioning 
of the second sacral nerve root: He had persistent 
anesthesia of the glans penis and had lost the 
sensation of orgasm; this was still noted 2 months 


postoperatively. 
Discussion 


Perineurial cysts of the spinal nerve roots were 
first described by Tarlov! in 1938; in the course of 
performing 45 cadaveric resections of the sacrum, 
he had noted 5 cysts. Since that time there have 
been only a few published papers on the subject. 
Rexed? of Sweden reported his findings in 1947. 
Schreiber and Haddad® reported 3 cases. Weiford* 
described 1 case in 1950. Tarlov>-® reported on this 
entity again in 1948 and 1952, describing his work 
since 1938. 

Conclusions drawn by these men have been as 
follows: These cysts begin in the perineurial space 
and may surround the entire nerve root. This space 
is located between the endoneurium, which origi- 
nates from the pia mater, and the perineurium, 
which is formed by the arachnoid mater. 

The etiology is still somewhat vague. One author® 
feels that they may result from subarachnoid 
hemorrhage, which destroys the nervous tissue, and 
resorption cysts are formed. Rarefied neural tissue 
and cavitation accompanying thickened blood ves- 
sels suggest ischemic cell degeneration as another 
cause of cyst formation. 

Symptoms vary according to the nerve root or 
roots affected. In the few cases encountered in 
our hospital, the common finding was that the 


patient would experience pain on palpation and 
percussion over the sacrum, or that by this means 
the patient’s symptoms would be exaggerated. One 
should suspect a sacral or perineurial cyst when 
the symptoms have been slowly progressive and 
are referable to the sacral or caudal areas. In cases 
of sciatic syndrome where operation fails to reveal 
a disk disorder, one should also be aware of this 
entity. 

One technic which has aided in diagnosis of this 
problem is leaving 3 cc. of Pantopaque within the 
subarachnoid space. With the aid of gravity, the 
dye is often forced into the cyst, which can then 
be visualized roentgenographically. 

It is generally agreed that the treatment of choice 
for solitary perineurial cyst is excision by sectioning 
the nerve root with the cystic contents. 

It might be noted that in this patient the only 
sensory impairment was a small area of paresthesia 
of the glans penis. This finding would validate 
the concept of overlap of sensory dermatomes. 


Summary 


A case of perineurial cyst of the second sacral 
nerve has been reported. The patient had acute 
low-back pain and was treated conservatively 
without improvement. The diagnosis was finally 
made by leaving a small amount of radiopaque 
material in the subarachnoid space after a non- 
revealing myelogram; this dye eventually localized 
in a small tumefaction, indicating the previously 
nonvisualized defect. Surgical treatment was suc- 
cessful. 

It is suggested that this entity should be con- 
sidered in the differential diagnosis of low-back 
pain, since it can both simulate other disorders 
and show its own characteristics as another cause 
of acute low-back syndrome. 
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New injectable agent 
for allergic diseases: 


Preliminary report 


M. P. GHIATES, B.S., D.O.,* Sharon, Pennsylvania 


Although the antihistamines and corticosteroids are 
useful for the symptomatic treatment of allergic 
diseases, they provide only temporary relief and 
often produce undesirable side effects. Specific 
desenitization injections are often helpful when 
only one or two allergens are present, but when 
multiple sensitivities exist they are of limited value. 
Moreover, their use must be preceded by exhaus- 
tive series of skin tests if the offending allergens 
are to be uncovered; even then, some occasionally 
escape detection. The performance and interpreta- 
tion of these tests require special training and ex- 
perience, and the correlation of skin tests with 
allergic reactions is certainly not perfect. 

The ideal form of treatment, of course, would 
be some agent that would completely inhibit the 
allergic response, regardless of the offending aller- 
gen or the symptoms produced. For many years an 
unsuccessful search has been made for such an 
agent. Recently we have been using a new product} 
which seems to offer many advantages over con- 
ventional forms of treatment, and to approach this 
ideal. Our results have been so good that this pre- 
liminary report has been prepared. 

The material used in this study is a botanical 
extract, made from the Toxicodendron quercifolium 
plant, which is given intramuscularly. The initial 
course consists of only 6 to 8 daily injections, in 
contrast to the long series usually required for the 
conventional desensitizing treatment. Occasionally 
booster doses may be helpful, as will be discussed 
later. 

This extract appears to have a nonspecific action. 


*Address, 3640 E. State St. 


+Anergex, supplied for this study by Mulford Colloid Laboratories, 
Philadelphia, Pennsylvania. 
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It works as well when there are many different 
offending agents (food, dust, other allergens) as 
when there is only one—timothy pollen, for exam- 
ple. It seems to suppress or inhibit the allergic 
response. After the first injection, exposure to mod- 
erate amounts of the allergen produces no symp- 
toms. Each additional dose increases the degree 
of protection; eventually the individual seems to 
become “desensitized.” 

So far, we at Osteopathic Hospital have treated 
28 patients. Many of these were referred to us for 
treatment; this has made follow-up studies more 
difficult. However, we have been able to obtain 
information from the referring physician in most 
instances after intervals of 3 months, 6 months, 
or longer. 

Results are summarized in Tables I through IV. 
In 13 cases, asthma was the presenting symptom. 
Nine patients had allergic rhinitis and 6 had ecze- 
ma, contact dermatitis, or other skin manifestations 
of allergy. Most of the patients with asthma or al- 
lergic rhinitis had previously received treatment of 
various types, including diets and injections of 
specific extracts, or had been given a variety of 
drugs, including antihistamines, sympathomimetic 
agents, and steroids. These measures had often 
provided some symptomatic relief, but it was tem- 
porary; when the regimen was discontinued the 
symptoms recurred. 

The results have been graded as excellent (Ex), 
fair (F), and poor (O). Of the 28 patients, two 
had only slight temporary relief (poor). Two were 
classified as fair, but the remaining 24 (85 per 
cent) were considered to have an excellent re- 
sponse. 

Side effects were minimal. A moderate amount of 
soreness usually developed at the site of injection; 
this subsided in about 48 hours. There were no 
systemic reactions of any sort, such as headache, 
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TABLE I—RESULTS OF THERAPY WITH ANERGEX 


No. 
patients Excellent Fair Poor 
Asthma 13 12 0 1 
Rhinitis 9 6 8 1 
Miscellaneous 6 6 0 0 
Totals 28 24 2 2 


malaise, or fever. No increase in the severity of 
symptoms was ever seen, even in those who failed 
to respond satisfactorily. 


Case reports 
Three illustrative case reports will be cited. 


Case 5 e This 8-year-old boy had had attacks of 
asthma since the age of 2; these had become in- 
creasingly severe. He had been treated with vari- 
ous measures, including antihistamines, sympatho- 
mimetic agents, and antibiotics; the response had 
been poor. He then developed a very severe attack; 
after 2 weeks at home, with no improvement, he 
was hospitalized. He showed the classical picture 
of severe asthma; the chest x-ray showed prominent 
bronchovascular markings. He was started on 


Anergex, 1.0 ml. intramuscularly daily. He was 
discharged after the eighth injection, entirely asymp- 
tomatic, and he has remained free of asthma. 


Case 16 e This 13-year-old girl had had allergic 
rhinitis for 3 years, starting early in the summer 
and persisting until the fall. When she first came 
to our office she presented typical signs of acute 
allergic rhinitis. Injections of Anergex were started 
on May 19; six doses were given, with relief of all 
symptoms. She remained asymptomatic until Au- 
gust 25; on that day, when ragweed pollen was 
prevalent, she began to sneeze. This became in- 
creasingly severe, and she returned on September 
4. She was given two booster doses, and the symp- 
toms subsided promptly. 


Case 23 e A 5-year-old boy had had allergic der- 
matitis for a year or more. Skin tests had shown 
that he was sensitive to milk, peas, chicken and 
turkey feathers, and cat fur. Despite the usual al- 
lergy regimen and the elimination of all known 
or suspected allergens, there had been no im- 
provement. Desenitization with specific extracts, 
corticosteroids, antihistamines, and sympathomimet- 
ic agents had all failed to relieve the dermatitis. All 
medication was stopped and he was then given 
seven injections of Anergex. By the end of the week 
there was definite improvement. This was slow but 


TABLE II—ASTHMA 


Results 
Case No. of Upto 
no. Age Sex Diagnosis Duration doses 3mo. 6 mo. Remarks 
1 16 mo. M Asthma 1 yr. 7 Ex Ex No attacks during next 6 months 
2 7 F Asthma 6 yrs. Ex Ex No episodes of asthma since injec- 
tions; one repeat booster 
44 F Asthma, seasonal 20 yrs. Ex Ex No asthma during season 
21 mo. M Asthma 16 mo. 7 Ex Ex No attacks of asthma 
8 M Asthma 6 yrs. Ex Ex Dramatic improvement; hospitalized 
before injections; no asthma since 
6 9 M Asthma 2 wks. 4 Ex Immediate improvement which was 
still present 3 months later 
27 M Asthma; rhinitis 2 yrs. Oo Temporary improvement; relapsed 
7 F Asthma 4 yrs. Ex All previous therapy of little benefit; 
results good after this series 
9 3 M Asthma lwk. 8 Ex Ex Severe acute asthma, no recent re- 
currences 
10 8% M Asthma 8 yrs. Ex Rapid relief after 4 injections 
ll 3 mo. M Asthma 3mo. 8 Ex No recurrence of asthma 
12 6 M Asthma 2 yrs. Ex Ex Occasionally has slight wheezing; 
no recurrences after second series of 
Anergex 
13 30 F Asthma; eczema 4 yrs. 9 Ex Minimal recurrence of eczema later; 


no asthma 


TABLE III—ALLERGIC RHINITIS 


: Results 
Case Dura- No.of Upto 
no. Age Sex Diagnosis tion doses 3mo. 6mo. Remarks 
14 25 F Allergic rhinitis lyr. 8 Ex F Had failed to respond to all other 
therapy 
15 37 M Allergic rhinitis, 20 yrs. 8 F Had a good summer 
seasonal 
16 13 F Allergic rhinitis, 3 yrs. 6 Ex Ex Spring symptoms promptly con- 
spring and fall trolled; fall symptoms relieved after 
booster doses 
17 45 F Allergic rhinitis, 20 yrs. 6 Ex Ex Preseasonal treatment; no symptoms 
fall 
18 26 M Allergic rhinitis, 17 yrs. 6 Ex Asymptomatic all fall 
spring and fall; food - 
allergy; contact der- 
matitis 
19 40 F Allergic rhinitis, years 8 Ex Ex Very mild rhinitis; sinusitis much 
seasonal; sinusitis better; felt better than any other 
previous year; returned voluntarily 
for repeat booster 
20 4 F Allergic rhinitis; 2 yrs. 4 Ex Ex Able to eat all foods; rhinitis re- 
eczema; food allergies lieved; skin practically normal 
21 31 M Allergic rhinitis, 10 yrs. 8 Ex Complete relief for season 
spring and fall 
22 ll M Allergic rhinitis; 10 yrs. 9 0 Temporary improvement only 
dermatitis 


progressive, as new skin replaced the damaged tis- 
sue; at the end of 3 months the skin appeared per- 
fectly normal, and has remained so for over a year. 


Discussion 


In 1955 Rovito! published a preliminary report 
on the use of this agent. Subsequent reports?-> have 
confirmed and amplified his findings. These have 
shown that 70 per cent or more of the patients 


treated have been benefited or completely relieved 


- of symptoms by a single course of therapy; in our 


small series the figure is 85 per cent. 

The duration of protection is uncertain. Some 
of our patients have remained asymptomatic for 
months; other investigators?-4 have reported even 
longer intervals of relief. If mild symptoms recur it 
may be difficult to decide whether this represents 
a relapse or whether some new allergen has entered 
the picture. In either case, a few “booster” doses 


TABLE IV—MISCELLANEOUS 


Results 
Case Dura- No.of Upto 
no. Age Sex Diagnosis tion doses 3mo. 6mo. Remarks 
23 M Eczema 1 yr. 7 Ex Ex Has remained asymptomatic 
j F Contact dermatitis 2days 4 Ex Prompt relief of symptoms; lesions 
cleared rapidly 
25 16 mo. M Drug(?) rash 5 weeks 5 Ex Complete resolution of lesions 
26 14 M Local reaction (TAT) 2days 3 Ex Complete relief 
27 3 M Drug(?) erythema 2days 3 Ex Prompt recovery 
28 F Dermatitis several weeks 8 Ex Rapid improvement 
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will usually restore the asymptomatic state. 

This new method of treatment has obvious ad- 
vantages. Since the action is nonspecific, skin test- 
ing can be omitted. The physician untrained in the 
intricacies of this procedure need not wait for a 
report of these studies from a consultant; he can 
start treatment at once. Moreover, it is generally 
recognized that skin tests are not always reliable, 
especially for foods. The skin test may be negative, 
yet the patient may develop symptoms every time 
he eats that particular food. Also, a positive skin 
test may be present, but no reaction follows the 
ingestion of that food. Thus the patient’s diet may 
be unduly restricted as a result of false positive re- 
actions, or offending foods may not be completely 
eliminated. 

The response is rapid. With the usual desenitizing 
procedures, weeks or months must pass before 
much benefit can be detected. With this agent, the 
patient often feels better by the time he has had 
three or four doses, and definite improvement is 
apparent within a week. This rapid relief is par- 
ticularly valuable in treating seasonal allergies. 


It is well known that systemic allergic reactions 
or anaphylactic shock can occur when specific de- 
sensitizing extracts are used; this has never been 
observed after an injection of Anergex. This is a 
very important feature of this method of therapy. 


Summary 


Twenty-eight patients with various manifesta- 
tions of allergy, many of them unresponsive to other 
forms of therapy, have been treated with Anergex; 
24 (85 per cent) had an excellent repsonse. This 
form of treatment is safe, simple, rapid, and effec- 
tive in a variety of allergic diseases. 


1. Rovito, J.: Non-specific therapy in allergy: preliminary report. 
Clin. Med. 2:1009-1011, Oct. 1955. 

2. Rovito, J.: Non-specific therapy in allergy: further report, 
Am. Pract. & Digest. Treat. 7:1447-1453, Sept. 1956. 

3. Rovito, J.: Non-specific therapy in allergy: follow-up report. 
Clin. Med. 3:1059-1062, Nov. 1956. 

4, Reed, L. S.: Allergy in infants and children; new therapeutic 
approach. Am. Pract. & Digest Treat. 9:416-420, March 1958. 

5. Lange, H. W., and Sheldon, R. W.: Nasal eosinophilia: re- 
sponse following Anergex therapy. Eye, Ear, Nose & Throat Month. 
38:136-138, Feb. 1959. 


Meningioma of the thoracic area: 


Case report 


J. BRENDAN WYNNE, A.B., D.O.,* Dayton, Ohio 


A review of the current literature concerning men- 
ingiomas of the central nervous system, and in 
particular the spinal cord, produced relatively 
meager results; this lesion is by no means a common 
clinical entity. In general, tumors which involve the 
spinal cord or its roots are similar in their nature 
and orgin to intracranial tumors. They may arise 
from the parenchyma of the cord, its roots, the 
meningeal coverings, the intraspinal vascular net- 
work, or the vertebral column. In addition, there 
may be metastases from tumors elsewhere in the 
body. 


This paper, presented at the annual meeting of the American Oste- 
opathic Academy of Orthopedics, October 26, 1959, was prepared 
during a residency in the Department of Orthopedic and Traumatic 
Surgery, Grandview Hospital, Dayton, Ohio, of which Donald Siehl, 
D.O., is head. 


*Address, 246 Niagara Ave. 
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Spinal tumors are divided according to location 
into two large groups: intramedullary and extra- 
medullary. Extramedullary tumors may be intra- 
dural, extradural, or extravertebral. Occasionally, 
an extradural tumor may extend through the intra- 
vertebral foramina and be partially within and 
partially outside the spinal canal.! 

Tumors of the spinal cord are much less frequent 
than intracranial tumors, the ratio being about one 
to four.! The incidence in the two sexes is approxi- 
mately equal with the exception that meningiomas 
are more common in women. Spinal tumors occur 
predominately in young or middle-aged adults and 
are relatively rare in childhood or in old age. Spinal 
tumors are more common in the thoracic region; 
but when the actual length of the various portions 
of the spinal cord is taken into consideration, the 
distribution is relatively equal.? 

Elsberg? has reported on 248 cases of spinal tu- 
mors, of which 73 (29 per cent) were meningiomas. 


It should be emphasized that, according to Merritt,} 
tumors of the substance of the spinal cord are 
relatively rare and represent only a little more than 
10 per cent of all spinal tumors. On the other hand, 
the benign encapsulated tumors (meningiomas and 
neurofibromas) are relatively common and consti- 
tute approximately two thirds of all the primary tu- 
mors and over one half of all spinal tumors of pri- 
mary or metastatic origin. 

As regards symptomatology, it may be stated 
most simply that extramedullary tumors produce 
symptoms by pressure on the nerve roots, compres- 
sion of the spinal cord, and occlusion of the spinal 
vessels. The symptoms of intramedullary tumors 
are the result of destruction of parenchyma by the 
tumor and compression of adjacent areas.* 

Spinal tumors must be differentiated from other 
conditions with progressive signs of disease of the 
spinal cord, including syphilis, multiple sclerosis, 
syringomyelia, combined system disease, amyo- 
trophic lateral sclerosis, adhesive arachnoiditis, radi- 
culitis of the cauda equina, hypertrophic arthritis, 
and ruptured intervertebral disk. 

Benign tumors of the spinal cord are character- 
ized by a slow progressive course extending over 
several or many years. The paraplegia is of the 
spastic type, and sensory loss is incomplete until 
there is a complete transverse necrosis of the cord. 
Although the symptoms are usually progressive, 
occasionally there may be partial or complete re- 
mission of symptoms in patients with extramedul- 
lary tumors, particularly extradural cysts.4 

The treatment of spinal tumors is by operation or 
by x-ray irradiation. Surgical therapy of cord tumors 
is indicated whenever there is evidence of com- 
pression of the spinal cord or the roots of the 
cauda equina. Operation is of little value in patients 
with signs and symptoms of a transverse myelitis 
which results from compression of the spinal vessels 
by extramedullary tumors, such as lymphogranu- 
lomas or metastatic tumors. In general, the best 
results are obtained when the signs and symptoms 
are due solely to compression of nervous tissue by 
meningiomas, neurofibromas, lipomas, and other 
benign encapsulated tumors.! 


Case report 


On November 30, 1958, a 70-year-old white 
woman was admitted via wheelchair to Grandview 
Hospital, with a presenting complaint of a feeling 
of weakness in both legs, with resultant inability to 
stand or walk for any appreciable length of time. 
She also complained of an associated numbness 
in both lower extremities. The bilateral lower 
extremity weakness had first become apparent to 
the patient approximately 2% years before this 
hospital admission and had become progressively 
worse, until at this time she was unable to bear 
weight except for very short periods before her 
knees would “give way.” She had received several 
chiropractic treatments with no significant relief 
of symptoms. There was no history of antecedent 
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trauma or infection. This patient’s past personal 
history was essentially negative except for the 
usual childhood diseases. She had had no previous 
operations or serious accidents and further stated 
that she had lived a healthy life except for some 
“high blood pressure.” 

The family history revealed only that both par- 
ents had died apparently of complications of 
chronic hypertensive vascular disease. 

The systemic history was essentially negative 
with the exception of intermittent dependent edema 
of both feet and legs, minor frontal headaches, 
occasional “dizzy spells,” and low-back pain without 
radiation. 

The admission physical examination revealed an 
apparently well-nourished, moderately obese, eld- 
erly white female of apparent age 70, in no acute 
distress. Her blood pressure was recorded at 
180/100, radial pulse 80 per minute, respirations 
16 per minute, and oral temperature 98.6 F. The 
remainder of the physical examination was essen- 
tially negative with the following pertinent excep- 
tions: There was a grade II, rather harsh systolic 
murmur heard best at the apex with no radiation. 
There was a rather marked cystocele and rectocele 
and a small cervical polyp. There was a grade II 
pitting edema of both feet and legs. 

_ The neurologic examination showed the cranial 
nerves to be physiologically intact. The extraocular 
muscles were normal, and there was no nystagmus. 
The biceps and triceps reflexes were equal and 
active bilaterally, with no pathologic reflexes noted 
in the upper extremities. The abdominal reflexes 
were absent, and in the lower extremities the deep 
tendon reflexes were hyperactive, slightly more 


noticeable in the left leg. There was no evidence | 


of muscle atrophy or fasciculations in the thighs, but 
there was a marked bilateral toe drop with visible 
atrophy of the anterior tibial group of muscles 
particularly on the right side. Muscle strength in 
the lower extremities was generally impaired, and 
a bilaterally sustained ankle clonus was present. 
The Babinski reflex was positive on the right and 
questionably positive on the left side. Vibratory 
sensation was absent in both lower extremities, and 
the sensations of light touch, pin prick, and tem- 
perature change were absent anteriorly on each 
lower leg. There was no appreciable sensory deficit 
above the knees, and position sense was not grossly 
altered. There was no urinary or fecal incontinence. 

On December 1, 1958, a spinal puncture was 
done. Laboratory analysis of the spinal fluid was 
essentially negative except for an elevated total 
protein of 114 mg. per 100 cc., and a positive 
globulin. Admission blood count, urinalysis, total 
cholesterol, nonprotein nitrogen, and albumin- 
globulin ratio were all within normal limits. The 
sedimentation rate was increased to 35 mm. in 60 
minutes. The patient’s serology was reported as 
nonreactive. Fasting and 2-hour postprandial blood 
sugar and Bromsulphalein tests were within normal 
limits, as were the thymol turbidity and urine 
culture. 
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X-ray examination of the chest, skull, lumbar 
spine, and pelvis were considered within normal 
limits for this patient’s age. 

On December 4, x-rays of the thoracic spine and 
myelography of the thoracic area were taken. Film 
studies of the thoracic spine revealed a pronounced 
kyphosis. The vertebral bodies showed wedging, 
particularly in the middle and lower thoracic areas, 
with fairly large beaklike spurs anteriorly and 
laterally between the bodies of the eleventh and 
twelfth thoracic vertebrae. There was a lesser 
degree of lipping throughout the remainder of the 
thoracic region, compatible with degenerative 
arthrosis. There was no evidence of erosion of the 
vertebral bodies, enlargement of the neural canal, 
or other signs of neoplastic disease. 

Myelography was carried out, employing 6 cc. 
of Pantopaque with fluoroscopic and film control. 
This examination revealed a complete block of the 
oil flow at the level of the eleventh thoracic verte- 
bral body. The character of obstruction strongly 
suggested an extradural lesion, and the possibility 
of a herniated disk lesion in the canal producing 
complete obstruction was compatible with these 
findings. Neoplastic disease could not be entirely 
eliminated on the basis of the myelographic find- 
ings. Examination of the spinal fluid at this time 
showed the total protein further increased to 165 
mg. per 100 cc., and a positive globulin was again 
reported. 

On December 8 intravenous urography was 
performed, and the urinary tract was considered 
radiographically normal. 

Electrocardigrams taken on December 1 and 8 
revealed this patient to have normal sinus rhythm, 
left ventricular hypertrophy, and anteroseptal sub- 
endocardial ischemia. 

On the basis of the physical examination and the 
findings at myelography, a decision was made to 
surgically explore the involved area. The preopera- 
tive diagnosis was that of a benign intradural 
extramedullary tumor. The patient was digitalized 
at this time; an electrocardiogram taken on Decem- 
ber 12 showed normal sinus rhythm, left ventricular 
hypertrophy, and digitalis effect. 

On December 15, with the patient under general 
anesthesia via an intratracheal tube, an excision of 
the posterior neural arch at the eleventh thoracic 
vertebra and a partial excision of the posterior 
neural arch at the tenth and twelfth thoracic 
vertebrae were performed. An intradural extra- 
medullary tumor measuring approximately 17 mm. 
in diameter was completely excised from the pos- 
terior aspect of the spinal cord at the level of 
the body of the eleventh thoracic vertebra. A 
transfusion of 500 ml. of compatible whole blood 
was administered during the operation, which 
lasted 2 hours and 15 minutes. The induction and 
maintenance of the patient during anesthesia was 
considered satisfactory, and the immediate post- 
operative period was uneventful. 

The patient was placed on a Foster turning 
frame for 72 hours to provide for adequate nursing 
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care and then transferred to a conventional hospital 
bed on the fourth postoperative day. From the 
fifth postoperative day the patient was ambulated 
with the assistance of a walker, and this was gradu- 
ally increased from day to day. There was a rather 
rapid regression of the neurologic changes previ- 
ously noted, and sensation returned almost com- 
pletely prior to discharge. Except for a short period 
of disorientation caused by a mild digitalis intoxica- 
tion, which responded rapidly to treatment, the 
patient experienced an entirely uneventful recovery. 
Sutures were removed on the tenth postoperative 
day, and the patient was dismissed from the hos- 
pital on the fourteenth postoperative day, ambula- 
tory with the assistance of a walker. 

Microscopic examination of the surgical specimen 
revealed a markedly cellular neoplasm, composed 
chiefly of dense masses of closely grouped spindle- 
shaped cells, giving the appearance of a fibrous 
tumor. In other areas the cells appeared larger 
and presented rounded or oval vesicular nuclei, 
many of which contained a well-defined small 
eosinophilic nucleolus. The cytoplasm was eosino- 
philic and ill-defined, and the cells appeared to be 
supported by a fibrillar stroma. Scattered through- 
out the tumor there were large numbers of psam- 
moma bodies exhibiting various degrees of calcifi- 
cation. Some areas revealed dense foci of trabecular 
bone enclosing a large amount of actively hema- 
topietic marrow. There was no evidence of 
specificity of inflammation or of malignancy. The 
pathologic diagnosis was meningioma of the psam- 
momatous type with osseous metaplasia and active 
hematopoiesis. 

The most recent examination of this patient was 
carried out on May 15, 1959. At this time the 
patient was walking about normally with only the 
occasional use of a cane. She felt that both legs 
were much stronger and that she was generally 
much improved. Physical examination at this time 
revealed that the patient walked unaided with a 
normal gait. All deep tendon reflexes were equal 
and active bilaterally. There was a slight unsus- 
tained ankle clonus present on the left. Sensation 
was normal bilaterally. There was no dependent 
edema noted at this examination. The patient was 
still wearing her spinal brace during the day, but 
felt that she could do as well without it. 


Summary 


While it is true that meningiomas are the most 
common type of spinal tumors in patients of middle 
age, this case was unusual in certain respects: A 
woman in the seventh decade of life presented 
herself with a crippling tumor, underwent extensive 
surgical treatment for its removal, and within 2 
months was walking about, for all practical pur- 
poses, as though nothing had occurred. Also, I 
have noted in reading on the pathology of menin- 
giomas that only occasionally was there mention 
of the angioblastic or osteoblastic properties of 
this tumor; in this case there was microscopic 


il 


evidence of both new bone formation and active 
hematopoiesis in the same lesion. 


Appreciation is expressed to Dr. Donald Siehl, the 
attending surgeon; Dr. Donald H. Briner, the at- 
tending internist; Dr. M. M. Alvarado, Chairman of 
the Department of Pathology; Dr. Wesley V. Bou- 
dette of the Department of Roentgenology; and Dr. 
Leo Stein, resident in Pathology, for their guidance 
and help in the preparation of this case report. 
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Clinical study of chlormezanone in 


musculoskeletal disorders 


J. A. GREENWAY, D.O.,* Chicago, Illinois 


For several years we have been searching for a 
myolissive agent to use as an adjunct to osteopathic 
therapy. Most of the drugs tried were either ineffec- 
tual or were active only in large doses so-that 
undesirable reactions, such as emesis, vertigo, and 
skin rash, became a serious problem. This paper 
reports clinical experience in our outpatient clinic 
during the past 2 years with a new muscle relaxant, 
chlormezanone (Win 4692), which has recently 
been made available as Trancopal.t 
Chlormezanone is an orally active, nonhypnotic 
central relaxant which relieves muscle spasm asso- 
ciated with a variety of conditions, and also has 
marked tranquilizing action.! Skeletal muscle relax- 
ation is achieved through selective inhibition of 
hyperactive polysynaptic reflexes which are consid- 
ered responsible for painful muscle spasm and 
hypertonicity.2:> It is not yet clear whether inhibi- 
tion occurs at a spinal level, supraspinal level, or 
a combination of both. Chlormezanone does not 
affect the monosynaptic knee-jerk reflex, but de- 
presses polysynaptic crossed extensor reflexes, thus 


*Address, Chicago College of Osteopathy, 5250 Ellis Ave. 


+Supplied for this study by Winthrop Laboratories, New York, New 
York. 
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demonstrating its selective action. There are no 
important autonomic or direct effects on smooth 
muscle preparations.? 


Pharmacology 


Muscle relaxant activity, as measured by an 
animal’s inability to cling to an inclined screen, 
indicates that chlormezanone is more potent than 
meprobamate but slightly less potent than zoxazola- 
mine. Chlormezanone offers the same amount of 
protection against electroshock and strychnine con- 
vulsions as zoxazolamine and is more potent than 
meprobamate.2 

Acute toxicity studies in the mouse after oral 
administration of chlormezanone, meprobamate, 
zoxazolamine, and methocarbamol gave LDso values 
as shown in Table I. The ratios of the oral 
LDso in mice to the usual therapeutic human dose 
for these four drugs were 13, 3, 2, and 1, respec- 
tively. Thus chlormezanone is not only the most 
potent but the least toxic agent.! The chronic oral 
toxicity of chlormezanone was studied in monkeys 
during and after daily doses of 10, 30, or 90 mg. 
per kilogram of body weight for 1 year. The largest 
doses produced moderate ataxia and hypokinesia 
which lasted 4 to 5 hours. There was no body 
weight loss, and hematologic and urine studies 
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TABLE I—COMPARATIVE ACUTE ORAL TOXICITY OF 4 CENTRAL RELAXANTS? 


LDso in mice + s.e. 


Ratio: 
Mice LDso 
Human dose 


Human dose, mg. 


(mg./kg. ) 


1. Chlormezanone 1380 mg./kg. + 198 
2. Meprobamate 1100 mg./kg. + 44 
3. Zoxozalamine 1000 mg./kg. + 50 

4. Methocarbamol 1020 mg./kg. + 50 


were normal. Autopsies at the end of 1 year 
revealed no significant pathologic changes due to 
the drug. 

Extensive clinical experience indicates that chlor- 
mezanone has a wide range of usefulness. It is 
valuable in the treatment of musculoskeletal condi- 
tions (low back pain,!4.5 skeletal muscle spasm,1® 
torticollis,45-7 osteoarthritis,!48 chronic bursitis®-8) 
and neurologic disorders (parkinsonism, athetosis,® 
multiple sclerosis’®). Anxiety states,1-5-* dysmenor- 
rhea,!!.12 and bronchial asthma!-®.7 have responded 
well to the tranquilizing action of chlormezanone. 
One of the outstanding characteristics of chlor- 
mezanone is its low toxicity, which has been stressed 
by each investigator. Long-term clinical use has not 
revealed one serious toxic reaction. 


Clinical evaluation 


Chlormezanone was used as an adjunct to ma- 
nipulative therapy in 250 patients with a variety 
of musculoskeletal disorders at the Chicago Col- 
lege of Osteopathy. The usual dosage was two 100 
mg. caplets, three times daily either before or after 
meals, and patients received an average of 20 
tablets during the treatment period. Several pa- 
tients with chronic musculoskeletal disorders were 
maintained on chlormezanone for as long as 6 
months. Excellent or good relief of spasm and dis- 
comfort was reported by 86 per cent of patients. 
Those with multiple sclerosis or tabes dorsalis were 
the only patients who did not improve. 

In two patients, dermatitis developed after 2 
days of treatment with chlormezanone. The derma- 
titis resembled folliculitis and occurred predomi- 
nantly on the forehead, postauricular area, and 
chest. In both patients the rash disappeared within 
24 hours after withdrawing the medication. No 
side effects were seen in patients on long-term 
therapy. ‘ 

The following three case reports are representa- 
tive of the patients treated. 


Case 1 « A 50-year-old white man complained of 
pain in the lower lumbar area. The pain began 
4 days previously when the patient lifted a heavy 
trunk above his head. A dull tearing sensation 
in the right lower dorsal area was immediately 
noticed; his legs felt weak and occasionally could 
not support his weight. There was a history of 
the usual childhood diseases; the patient also had 
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100 mg. (1.4 mg./kg.) 

400 mg. (5.7 mg./kg. ) 

500 mg. (7.1 mg./kg. ) 
1000 mg. (14.3 mg./kg. ) 


scarlet fever as a child and gonorrhea in 1936. 
Tonsils and adenoids were removed at 5 years; 
a bilateral osteotomy for genu varum was per- 
formed during childhood, and a rhinoplasty was 
done in 1945. A history of systems was essentially 
negative. 

Physical examination revealed a well-nourished 
68-inch white male, weighing 175 pounds. Tinea 
versicolor infection was seen on trunk and arms. 
The eyes showed bilateral keratoconus. Blood 
pressure was 140/95, pulse rate was 90 per minute 
and regular, and temperature was 98.6 F. Examina- 
tion of the patients spine revealed a lesion of the 
fourth and fifth lumbar vertebrae in extension, 
posterior on the right. There was an associated 
anterior displacement of the sacrum on the right. 
Both lesions were extremely painful to palpation. 
Passive and active movements were limited by pain. 

Chlormezanone was given in doses of 200 mg. 
three times each day. Manipulation was deferred 
for 2 days because of extreme pain. The patient 
returned to the clinic in 2 days and reported marked 
reduction in muscle spasm and pain. Manipulation 
was started and chlormezanone continued for 2 
more days until the patient was symptom-free. 
Laboratory findings were within normal limits. The 
infection of tinea versicolor responded well to 
treatment with a saturated solution of sodium 
thiosulfate. Contact lenses were advised to correct 
keratoconus. A total of 24 chlormezanone caplets 
(100 mg. each) were taken. 


Case 2 e A 56-year-old Negro woman complained 
of shortness of breath, chest pain, and ankle swell- 
ing of 4 months’ duration. Chest pain and dyspnea 
were especially marked after climbing stairs or 
doing housework. The ankles began to swell 
toward the end of the day, but swelling dis- 
appeared by the next morning. There was “two- 
pillow orthopnea.” The patient had had measles 
as a child, an abdominal operation of unknown 
nature in 1923, and a sprained ankle in 1938. 
Physical examination revealed a 226-pound, 65- 
inch Negro woman in no obvious distress. Blood 
pressure was 150/90, pulse 84 and regular, and 
temperature 99.0 F. Breath and heart sounds 
appeared normal. A nonpitting edema of the 
dorsum of both feet was found. Spinal examination 
revealed pain and muscle spasm in the area of 
the sixth dorsal vertebra on the left side with 
tenderness on palpation of the sixth rib. A chest 


x-ray was negative except for a chronic bilateral 
bronchitis. An electrocardiogram was normal. 
While the above laboratory tests were performed, 
the patient was given one 100-mg. chlormezanone 
caplet three times daily for 3 days. At the next 
examination chest pain and dyspnea had disap- 
peared. The sixth dorsal vertebra and the sixth 
rib on the left were mobilized, and the patient 
has been symptom-free since that time. Because 
of her obesity the patient still remains a clinic 
patient. A total of 12 chlormezanone caplets were 
used. 4 


Case 3 e A 33-year-old Negro woman was read- 
mitted to the clinic complaining of acute lumbo- 
sacral pain, premenstrual headache, and vertigo. 
The lumbosacral pain began 2 days previously 
when the patient bent forward, and it caused her 
to list to the right. Pain was severe and nonradiat- 
ing, and it limited most of her movements. 

Past history revealed the usual childhood diseases 
plus an appendectomy in 1943 and pleurisy in 1956. 
The rest of the history was negative. 

Physical examination showed a 5-foot, 140-pound 
Negro female, listing to the right side, and appar- 
ently in moderate to severe pain. Blood pressure 
was 115/80, pulse was 72, and temperature 98.6 F. 
The only remarkable physical findings were restric- 
tion of forward bending, backward bending, and 
lateral flexion to the left. There was a long “C” 
curve in the lumbar and dorsal area with the apex 
of the curve about the eleventh dorsal vertebra. 
Laségue’s sign was positive on the right. 

A diagnosis of acute psoas myositis was made, 
and the patient was given a slow intravenous 
injection of 10 cc. methampyrone and manipulated 
10 minutes later. She was sent home with instruc- 
tions to take one 100 mg. chlormezanone caplet 
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four times daily. The patient did not return to 
the clinic for another 10 days as her symptoms 
did not recur. She felt that the medication had 
greatly helped to relieve residual muscle spasm. 
The total dosage of chlormezanone was 16 caplets. 


Summary and conclusions 


Experience with chlormezanone used in conjunc- 
tion with manipulation in the treatment of 250 
patients with various musculoskeletal disorders 
over a period of 2 years has been presented. The 
drug was effective in 86 per cent of patients and 
was well tolerated, with minimal side effects. Three 
typical cases have been described to illustrate the 
results of therapy with this medication. 
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Psoriasis and personality 


MERVYN S. ISAACS, B.A., and WILLIAM R. 
PIERSON, Ph.D., Los Angeles, California 


It has been observed that persons afflicted with 
psoriasis frequently exhibit certain characteristics 
of emotional instability, and that emotional or social 
stress often precedes psoriatic exacerbations.!-3 
Obermayer? states his belief that neurocirculatory 
instability is an important factor in the causation 
and perpetuation of psoriasis, and Bolgert, Poisson, 
and Soule*5 have concluded that psychologic con- 
flict is the essential cause of the affliction. Romano,® 
however, states that the psychologic factor is not the 
essential cause, but rather is an activating agent 
for some persons who have inherent constitutional 
neurotic tendencies. There is also some confusion 
concerning the “personality type” of psoriatics: 
Lambergeon’ contends that there is a distinct type, 
and Wittkower® that there is none. However, the 
data of both studies emphasize the influence of 
certain personality characteristics on the incidence 
of psoriasis. 

A consideration of the foregoing studies resulted 
in the hypothesis that persons with psoriasis may 
demonstrate personality traits which differ from 
those not so afflicted. It was the purpose of the 
present study to test that hypothesis. 


Method 


The subjects were 16 male and 12 female pa- 
tients with clinically diagnosed psoriasis from the 
dermatology clinics of the Los Angeles County 
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General Hospital, the Detroit Osteopathic Hospital, 
and the offices of dermatologists in private practice. 
All psoriatic patients treated in these clinics and 
offices between March 1 and June 1, 1960, were 
given the Bernreuter Personality Inventory. The 
Personality Inventory has been evaluated as a 
diagnostic aid,’ and its use has been suggested for 
outpatient clinics or other situations where the 
testee has no reason to attempt to get a better 
score than he deserves.? 

The advantage of the Personality Inventory over 
many other personality tests is that information 
based on at least 299 separate studies and nearly 
30 years of experience have accumulated around 
it. The Personality Inventory is comprised of six 
scales: B1-N (neurotic tendency), B2-S (self-suffi- 
ciency), B3-I (introversion-extroversion), B4-D (dom- 
inance-submission), F1-C (confidence), and F2-S 
(sociability). Tentative norms based on a total N 
of 2,898 for adult men and 2,897 for adult women 
were published in 1938. 

Statistical comparisons between the scores of the 
subjects of the present study and those of the 
subjects from which the norms were obtained were 
made to determine if differences in mean scores 
or variances exist. The differences resulting from 
these comparisons were not accepted as being 
statistically significant unless the chance occurrence 
of such a difference was 1 per cent or less.!° 


Results and discussion 


The results of the study are presented in Table 
I. When the data were plotted by percentile norms, 
the women did not differ from the men by more 
than 12 percentile points on any item except on 
Scale F2-S (sociability), where the men scored on 
the thirty-ninth percentile and the women on the 
seventy-seventh. The statistical analyses involved 
the use of Student’s small-sample “t” test and the F 
test for homogeneity of variance. The results of the 
“t” test are used to determine the possibility of a 
difference in mean scores being due to chance. The 


TABLE I—COMPARISONS OF 


NORMS AND PSORIATIC PATIENTS 


Mean scores 
Female Male 

BI-N- B2-S B3-I B4-D F1-C F2-S B1-N B2-S__B3-1 B4-D FI1-C F2-S 

Psoriatic 25.7 —28.5 —00.2 —08.7 65.5 23.9 —48.1 03.1 —22.4 22.4 —10.3 —21.4 

Norm —27.6 03.2 —15.8 184 —01.0 —18.8 —63.9 32.3 —28.4 53.9 —53.4 00.2 

Difference 53.3 31.7 15.6 27.1 66.5 42.7 15.8 29.2 06.0 31.5 43.1 21.6 
= 2.30 1.90 1.09 1.52 2.55 2.65* 0.76 2.30 0.42 2.10 2.09 1.55 

Sample deviations 

Psoriatic 81.8 62.0 51.9 60.5 84.1 85.8 108.3 35.1 69.5 65.6 1140 36.9 

Norm 79.2 56.8 46.6 63.0 90.0 54.7 79.0 50.0 50.4 58.0 81.4 55.6 
F= 1.07 1.19 1.24 1.08 1.15 2.46* 1.83 2.03 1.90 1.28 1.96 2.27 


*This represents a statistically significant difference between the patients with psoriasis and the sample from which the Bernreuter norms were prepared. 


only difference between the mean scores of the 
present study and those reported by Bernreuter is 
that of adult women in sociability, as measured by 
the F2-S scale. This may be interpreted as indicat- 
ing that adult women with psoriasis are less socia- 
ble than those without psoriasis. The variance of 
a mean score is a measure of how closely the 
individual scores cluster around that mean. The 
results of the F test for homogeneity of variance 
again indicates that women with psoriasis are not 
of the same statistical population as are those who 
are free from it. The former tend to be alike in 
their responses on the F2-S scale of the personality 
inventory, while the latter demonstrated a greater 
variability in responses. 

There are three possible interpretations of these 
results: (1) women who score low on the F2-S 
(sociability) scale are more susceptible to psoriasis, 
(2) the incidence of psoriasis changes a woman’s 
sociability, or (3) the F2-S scale of the Bernreuter 
Personality Inventory does not reflect a permanent 
personality trait but rather a temporary attitude 
which may be influenced by physical conditions. 
It was not within the limits of the present study 
to determine which of these is the best possible 
explanation. Certain longitudinal studies are indi- 
cated in order to best understand the influence of 
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personality traits on the incidence and severity of 
psoriasis. 


Summary 


The Bernreuter Personality Inventory was admin- 
istered to 12 female and 16 male patients having 
clinically diagnosed psoriasis. Comparisons were 
made with the temporary norms established by 
Bernreuter, and it was found that the adult women 
patients differed from the norm in sociability. There 
were no differences between male patients and 
the norms. 
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Traumatic rupture 


of the spleen: Case reviews 


JOHN CHESNICK, JR., B.S., D.O.,* and VERNE 
H. DIERDORFF, D.O., F.A.C.O.S., Trenton, Michi- 


gan 


About 30 per cent of common accidental injuries 
involve nonpenetrating wounds of the abdomen, 
either alone or in combination with other injuries. 
The incidence of such “blunt” or “closed” injuries 
far exceeds that of penetrating injuries; in one re- 
ported series of abdominal injuries, the number 
of blunt wounds was more than six times the num- 
ber of penetrating wounds.! Nevertheless, such 
injuries are often overlooked when more obvious 
external injuries are present, and in many cases 
the oversight can lead to death of the patient. 
Therefore it is important that the abdomen be 
carefully examined when the accident victim is 
first seen by the physician, and at frequent intervals 
thereafter until there is no longer any question 
regarding the possibility of internal injury. 
Traumatic rupture of the spleen does not appear 
to have a high incidence if one considers it in re- 
lation to injuries in general. It has been reported? 
that among 20,000 accident victims admitted to 
Harlem Hospital, only 30 had sustained injury to 
the spleen—a ratio of 1:666. The Jewish Hospital 
in Philadelphia recorded 11 cases of lacerated 
spleen in a series of 62,850 admissions.* In the 
Massachusetts General Hospital! there were 200 
cases of abdominal injury in a period of 18% years, 
or 0.08 per cent of total admissions during that 
time. However, it is significant that, of the 200 
cases, 38 involved injury to the spleen. Some re- 
ports* show that the spleen is injured more often 
than any other abdominal viscus, accounting for 
48 per cent of such cases; the liver is involved in 
Dr. Chesnick is a resident in and Dr. Dierdorff is chairman of the 


Department of Surgery at the Riverside Osteopathic Hospital, Trenton, 
Michigan. 
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29 per cent, intestine in 18 per cent, mesentery in 
3 per cent, and pancreas in about 2 per cent. 
Although all age groups are affected, the incidence 
of splenic injury is highest in children up to age 
10 (30 per cent), and next highest in adults between 
the ages of 20 and 40 (20 per cent), especially 
young men. 

Since the spleen is more readily lacerated than 
any other organ, one should be highly suspicious 
of this possibility when a patient has encountered 
direct trauma to the left thoracoabdominal wall 
and shows symptoms of pain referred to the 
shoulder on coughing or reclining, increasing dull- 
ness in the left upper quadrant, dizziness or weak- 
ness, nausea and vomiting, elevated pulse rate, 
and lowered blood pressure, with the temperature 
normal or slightly elevated. In fact, this triad— 
history of trauma, abdominal or shoulder pain, 
and abdominal tenderness and muscle guarding in 
the left upper quadrant—may be more typical 
of ruptured spleen than the widely emphasized 
signs of blood loss.5»6 For example, in one clinical 
study of injured children, two thirds of the cases 
failed to show evidence of hemorrhage.* Leukocyte 
counts, however, may be quite helpful in diagnosis, 
since it has been reported that leukocytosis is the 
most distinct effect of blunt rupture of either the 
spleen or the liver.? 

When the above symptoms are noted, serial 
roentgen studies should be carried out and the 
films examined for the following signs of splenic 
rupture:* gastric dilatation, deformity and serra- 
tion of the greater curvature of the stomach, 
elevation of the left hemidiaphragm, displacement 
of the gastric cardia to the right, obliteration of 
the splenic shadow, downward displacement of the 
splenic flexure, increase in the normal space be- 
tween the gastric cardia and left hemidiaphragm, 
intra-abdominal fluid in varying amounts, splenic 
enlargement, and reactive ileus. Although opinions 
differ as to the relative diagnostic value of these 


signs, the presence of any of them in conjunction 
with physical symptoms should be considered 
strongly suggestive. Some investigators? feel that 
the presence of free shifting intra-abdominal fluid 
is the most constant finding and the strongest 
indication of splenic laceration. 

Whether or not internal hemorrhage can be 
demonstrated, evidence of injury to the spleen 
requires early surgical intervention. In cases of 
primary rupture, prompt splenectomy may be 
lifesaving. In other cases, failure to remove a 
contused spleen incurs the danger of delayed 
rupture and greater surgical risk. Delayed or sec- 
ondary rupture can occur at any time up to 2 
years following the primary injury, authough re- 
ports indicate® that it is likely to happen within 3 
weeks after the injury in about half the cases. It 
should be remembered that, at best, patients who 
require splenectomy are comparatively poor sur- 
gical risks. The danger has been considerably 
reduced, however, since the introduction of better 
methods for the pre- and postoperative care of the 
patient, ready availability of blood, improvement 
in anesthesia technics and drugs, along with the 
many wide-spectrum antibiotics now at hand. 


Review of cases 


Case 1 e A 19-year-old girl was admitted to the 
hospital on the night of May 18, 1959, in a state 
of shock following the collision of her car with 
a concrete abutment. Emergency treatment con- 
sisted of measures to expand the plasma volume; 
500 cc. of Plavolex and 1,000 cc. of 10 per cent 
glucose in water were administered. On examina- 
tion, the patient’s blood pressure was 100/64 mm. 
Hg; there were lacerations of the face and lower 
legs and a deep laceration of the left thigh, with 
partial detachment of skin and flesh. A fracture 
dislocation of the left ankle was noted, as well 
as fractures of the tenth and eleventh ribs on the 
left side, with probable internal injuries including 
ruptured spleen. All lacerations were repaired with 
primary closure except the thigh injury, which 
was left open because of extensive contamination. 
Following a negative reaction to a tetanus antitoxin 
skin test, 1,500 units of antitoxin and 2 cc. of 
Combiotic were administered. 

Next day, a roentgen survey of the chest, making 
use of the bedside apparatus, showed the fractures 
of the ribs on the left side but no evidence of 
cardiac or pulmonary damage. A film of the ab- 
domen showed marked gastroectasis. The splenic 
shadow was not demonstrated, and again the 
possibility of ruptured spleen was considered. On 
the following day an abdominal x-ray with the 
patient upright again failed to disclose the splenic 
shadow. This study revealed fractures of the trans- 
verse processes of the first and second lumbar 
vertebrae on the left side. The left ankle was 
also examined at this time, and anteroposterior and 
lateral projections showed evidence of bimalleolar 
fracture of the distal end of the tibia, with lateral 
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and posterior dislocation of the talus on the tibia. 
A study of the dorsal spine in anteroposterior and 
lateral projections revealed no evidence of injury 
in this area. 

At the time of the patient’s admission to the 
hospital, the complete blood count had shown an 
erythrocyte count of 3,160,000; leukocytes, 23,050; 
hemoglobin, 64 per cent (9.8 gm.); and hematocrit, 
30 vol. per cent. The patient was transfused with 
500 cc. of whole compatible blood. Serial blood 
counts and hematocrit determinations revealed a 
progressive decline in levels, and another trans- 
fusion was given on May 20. Next day the eryth- 
rocyte count was 2,570,000; leukocyte count, 9,000; 
hemogloblin level, 49 per cent or 7.4 grams; and 
hematocrit, 24 vol. per cent. A diagnostic four- 
quadrant intraperitoneal tap, performed with a 
20-gauge Whitacre needle, revealed free dark 
clotted blood in the lower right quadrant. In view 
of this finding and the persistent upper left- 
quadrant tenderness, the dullness that was more 
pronounced than on previous examinations, and 
the minimal pain in the left shoulder, the possibility 
of ruptured spleen seemed highly likely. The pa- 
tient was prepared for exploratory laparotomy. 

At operation, the abdomen was opened by means 
of a supraumbilical left paramedian incision. The 
spleen was found ruptured and in a soft necrotic 
condition; a small amount of blood had collected 
in the upper left quadrant of the abdomen. There 
was evidence of gross bleeding in the abdominal 
cavity but not in massive quantity. No other ab- 
normal conditions were noted in the abdominal 
area. 

The patient’s recovery was uneventful. A de- 
finitive primary closure of the severe laceration of 


the left hip was performed on June 1, with satis- 


factory results. A full-length cast was applied to 
the left leg, and the patient was discharged on 
June 5. 


Case 2 e A 64-year-old man, who was quite obese, 
was admitted to the hospital on January 31, 1959, 
with the chief complaint of “pain in the chest.” 
While operating a bulldozer, he had been struck 
on the right side by a bucket from a power shovel 
and had been thrown forward, striking his left 
side against the levers of his machine. Examination 
revealed abrasions of both hands and tenderness 
in the thorax, especially on the lower left side of 
the rib cage and in the upper left quadrant. The 
bronchi were heavily congested and the patient 
was coughing. His blood pressure was 100/60 mm. 
Hg. The abdomen was rounded; on palpation the 
liver was judged to be normal but the spleen was 
enlarged. The patient reported that he had had a 
respiratory infection, which caused dyspnea on 
moderate exertion, 3 or 4 weeks before his accident. 

Admission laboratory studies showed the eryth- 
rocyte count to be 4,420,000; leukocytes, 24,900; 
hemoglobin, 82.5 per cent (12.7 grams); and hemat- 
ocrit, 37 vol. per cent. The Kahn blood test pro- 
duced a three plus reaction, and the result of the 
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Reduction in morbidity and mortality, 
as well as the number of missed 
diagnoses, in cases of splenic rupture 
depends on early surgical intervention. 
All nonpenetrating wounds of the 
abdomen should be assumed to require the 
utmost vigilance on the part of the 
surgeon, with the careful use of 
all diagnostic technics at his command 


VDRL test was positive. Urinalysis disclosed many 
leukocytes and an albumin content of one plus. 
On February 2 the hemoglobin had dropped to 
61 per cent and the hematocrit to 34 vol. per cent; 
the blood urea nitrogen reading was 49. An electro- 
cardiagram at the time of admission revealed left 
atrial enlargement, left ventricular hypertrophy, 
and anterolateral subepicardial ischemia. 

Roentgen studies of the ribs on the left side 
showed fractures of the fourth rib in the approxi- 
mate posterior axillary line and of the eleventh 
rib near its articulation with the spine; there were 
also questionable fractures of the fifth, sixth, and 
eighth ribs. Abdominal survey showed no marked 
hepatomegaly or splenomegaly. The renal shadows 
were poorly visualized but were believed to be 
within normal limits. There was no evidence of 
intestinal obstruction. 

On February 1, auscultation revealed rales in 
both lungs, with wheezing accompanying expira- 
tion of air. Slight subcutaneous emphysema was 
palpated over the left side, and petechiae were 
noted over the lower ribs on that side. The spleen 
was more readily palpable, and dullness to per- 
cussion was judged to be about two plus. Next day 
there were signs of increasing abdominal distention 
and a positive fluid wave, as well as increased 
dullness and pain in the upper left quadrant. A 
diagnostic intraperitoneal tap revealed dark clotted 
blood in the lower right quadrant; taps in the 
other three quadrants were negative. The patient 
was prepared for exploratory laparotomy and 
splenectomy. 

The abdomen was opened through an upper 
transverse incision cutting across the width of the 
left rectus muscle and two-thirds the width of the 
muscle on the right side. The abdomen contained 
blood, in both upper quadrants, which had ap- 
parently passed through the lesser omental sac. 
The spleen was disintegrated as a result of fracture. 
The thickness of the patient’s chest and abdomen, 
and the position of the spleen posteriorly, had 
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localized bleeding to a large extent. There was a 
very small amount of blood in the lower abdomen 
and throughout the viscera. The operative pro- 
cedure was complicated by dilation of abdominal 
contents through the bowel and excess fat in the 
great omentum. 

On February 4, obstructive paralytic ileus ap- 
peared, and despite all supportive measures includ- 
ing Miller-Abbott and Wangensteen procedures, 
the abdominal distention increased. The blood urea 
nitrogen level rose to 84, with creatinine index 4.1. 
The patient died on February 20. 

At autopsy, the chief finding was a pulmonary 
embolus in the base of the right lung. Multiple 
fractures of the ribs on both sides, with laceration 
of the pleura, were found. A residuum of the 
ruptured spleen was also demonstrated in bloody 
debris about the tail of the pancreas, which showed 
some degree of inflammation. Paralytic ileus was 
confirmed, and hemorrhage into the left adrenal 
gland was noted. There were fractures of the 
spinous processes of the ninth and tenth thoracic 
vertebrae but no distinct distortion of the spinal 
cord. It was felt that the pulmonary embolism was 
the chief factor contributing to the death of the 
patient. 


Case 3 e A 14-year-old girl was admitted to the 
hospital on September 24, 1959, about 10 hours 
after having been involved in an automobile acci- 
dent. Riding in the back seat of the car, she had 
been thrown forward, striking her head and be- 
coming unconscious. She had been treated at 
at another hospital for a forehead laceration, then 
sent home. In the afternoon she fainted several 
times when she attempted to stand erect, and she 
became increasingly aware of dizziness, pain in 
the abdomen, and pain at the tops of her shoulders, 
The family physician, called in the early evening, 
had the patient admitted to this hospital. 

Admission examination revealed a blood pressure 
reading of 110/66 mm. Hg; the pulse rate was 130 
and thready in quality. The patient was conscious 
and alert, and her reflexes were normal. The 
abdomen was in a state of boardlike rigidity, with 
pain along both coastal margins, especially on the 
left. The pain referred to the tops of the shoulders 
was more intense on the left, but it was not clear 
at this time whether there was actual injury to the 
shoulders or whether the pain resulted reflexively 
from diaphragmatic irritation on inspiratory move- 
ment. An intraperitoneal tap was negative for 
free blood. 

Laboratory studies showed the erythrocyte count 
to be 3,240,000; leukocytes, 11,500; hemoglobin 
level, 63.2 per cent (9.6 grams); and hematocrit, 30 
vol. per cent. Serial counts at 2-hour intervals 
indicated a static condition. Roentgen studies of 
the abdomen showed no evidence of marked 
hepatomegaly or splenomegaly. The splenic shadow 
was not well outlined; the renal shadows appeared 


normal, and the gas pattern of the bowel was not 
considered remarkable. A chest examination with 
the Bucky apparatus indicated that there was 
no heart or lung damage, and no evidence of 
pheumoperitoneum. 

In the afternoon of the next day, the left shoulder 
pain was more intense and there was persistent left 
upper quadrant pain, with tenderness on the left 
side posteriorly for the first time; dullness on 
percussion was quite evident, and abdominal 
rigidity had increased. The patient was prepared 
for surgical operation. 

The abdomen was opened through a supraumbili- 
cal left paramedian incision, which revealed con- 
siderable fresh blood in the peritoneum, apparently 
from recent intracapsular rupture of the spleen. 
About 700 cc. of blood were removed from the 
abdominal cavity. The spleen had been fractured 
in its distal third, and splenectomy was carried out. 
The patient’s postoperative course was uneventful, 
and she was discharged on October 3. 


Discussion 


In all three cases, the diagnosis rested chiefly 
on the triad of symptoms mentioned earlier; history 
of trauma, pain in the abdominal and left shoulder 
areas, and tenderness and muscle guarding in the 
left upper quadrant of the abdomen. In no case 
were there “typical” signs of hermorrhage. Two 
cases showed the unusual finding of blood in the 
lower right quadrant, which was probably due to 
the fact that fractures of left ribs made it necessary 
for the patients to lie on their right sides. Thus, 
gravitational flow of blood through the lesser omen- 
tal sac would account for the presence of free blood 
in the lower right quadrant. In the third case, no 
free abdominal blood was found at the time of the 
diagnostic tap procedure, and it seems likely that 
complete splenic rupture was delayed for a time 
after the accident. 

The second case was complicated by paralytic 
ileus, pancreatitis, left adrenal hemorrhage, and 
multiple fractures and contusions. Despite the 
extent of the damage, however, the pathologist’s 
opinion was that the patient would have survived 
if pulmonary embolism had not intervened. In the 
absence of this complication, and with splenectomy 
removing the immediate threat to life, the other 
pathologic conditions might well have undergone 
normal healing. 

In essence it might be said that reduction in 
morbidity and mortality, as well as the number of 
missed diagnoses, in cases of splenic rupture 
depends on early surgical intervention. All non- 
penetrating wounds of the abdomen should be 
assumed to require the utmost vigilance on the 
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part of the surgeon, with the careful use of all the 
diagnostic technics at his command. 


Summary 


Traumatic rupture of the spleen is relatively 
common and may be the single critical injury 
resulting from blunt trauma to the left anterior or 
lateral thoracoabdominal wall. Sometimes the 
actual rupture may be delayed for days or weeks 
after the primary injury to the organ. Therefore, the 
absence of signs of internal hemorrhage should not 
be considered to contraindicate early surgical 
intervention when other signs of splenic injury are 
present. The triad consisting of history of trauma, 
abdominal and shoulder pain, and abdominal 
tenderness and muscle guarding in the left upper 
quadrant, is more typical of ruptured spleen than 
the formerly widely emphasized signs of blood loss. 
Repeated physical examinations, serial hemoglobin 
and hematocrit determinations, and repeated intra- 
peritoneal taps should be carried out to determine 
the advisability of laparotomy. A negative tap, 
however, is of no diagnostic significance when the 
“splenic triad” is present. Serial roentgen studies are 
valuable in assessing intra-abdominal conditions 
before operation. Although there is comparatively 
high surgical risk associated with any case of 
splenectomy, the danger is reduced by careful pre- 
and postoperative care of the patient, making full 
use of recent advances in technics and drugs. 

Three accident cases are reviewed in which the 
diagnosis of ruptured spleen rested chiefly on the 
“splenic triad” of indications. In 2 cases, which also 
involved fractured ribs on the left side, diagnostic 
taps revealed blood in the lower right abdominal 
quadrant. In the third case no free abdominal blood 
was detected before the operation for ruptured 
spleen. One patient died as the result of pulmonary 
embolism. 
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as seen from the 


RAYMOND F. GOULD, Ph.D., Bethesda, Mary- 
land 


Once upon a time the children of a great country 
were afflicted with two plagues, one affecting a 
few thousand each year and the other affecting 
over a million a year. Both were permanently crip- 
pling in many instances, and the more prevalent 
one was frequently damaging to others in the com- 
munity. The smaller one affected the bodies of its 
victims; the larger one affected their minds and 
their behavior. There were interesting differences 
in the attitudes taken by the people of the country 
toward these two plagues. The smaller one was re- 
garded as a disease, and large sums were given to 
the physicians and men of science of the country 
to find ways of preventing and treating this plague. 
The larger one was regarded as requiring punish- 
ment, or denunciation, or conferences, or other tra- 
ditional measures, and the physicians and the men 
of science had a relatively minor role in dealing 
with it. 

Finally the country was blessed with the dis- 
covery of a preventive for the smaller plague. About 
this time the realization dawned on the country’s 
leaders that perhaps one boy in five was afflicted 
with the larger plague—this at a time when the 
full productive contribution of every boy was 
needed to make the country strong and to prevent 
its domination by hostile neighbors. Despite this, 
the people of the country continued to use the old 
methods in dealing with this plague, and the physi- 
cians and men of science had only a minor role 
in this endeavor. 
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Juvenile crime and aid 


mental health viewpoint 


It is apparent, of course, that the country is the 
United States, and the time is now; the smaller 
plague is polio, which the Salk vaccine appears to 
be controlling. The larger plague is an as yet un- 
named set of diseases of mind and spirit which 
frequently manifest themselves in what is called 
delinquency or law-breaking, but are also mani- 
fested in poor academic and vocational perform- 
ance, disloyalty, apathy, and difficulties of inter- 
personal relationships which are associated with 
various kinds of mental illness. There is evidence 
that this plague is increasing in volume and 
severity. 


A comparison of the measures used in dealing 
with polio and delinquency might be amusing, if 
it were not tragic. The methods of science and of 
public health were used almost entirely in dealing 
with polio. No polio victim was blamed for polio, 
but instead a whole army of scientists and physi- 
cians went to work to develop rigorous technics 
for identifying its various types and then proceeded 
to experiment in a variety of ways in order to 
discover effective preventive and treatment solu- 
tions for each type. Money was raised so that the 
most advanced type of care was given to most 
polio sufferers regardless of their ability to pay. 

On the other hand, the concentrated, systematic 
attention of scientists and physicians and other 
treatment personnel has only begun to be focused 
on the delinquency problem. Most delinquency 
workers are relatively low-paid and their work- 
loads tend to be excessive for the requirements of 
an effective job. Their training also tends to be 
scanty by comparison with workers in the polio 
field. As already mentioned, methods which have 
been in use for decades and in some cases for 
centuries—such as imprisonment, probation, repri- 
mand, and financial penalties—are in widespread 
use. Because they are usually in low-income 


families, only a small proportion of serious delin- 
quents receive the expensive treatment which their 
problem requires. 

Periodically, as there is evidence of an alarm- 
ing increase in delinquency, various other non- 
scientific methods are invoked to control the prob- 
lem. Conferences are called which are attended by 
large numbers of people with some experience 
with the problem but with no body of communly 
shared scientific knowledge of the problem. Im- 
portant citizens make speeches at these confer- 
ences and large numbers of remedies for the 
problem are recommended—such as censorship of 
TV and comic books, curfews, more police, punish- 
ing parents, and other remedies the efficacy of 
which has not been demonstrated. The function of 
such a conference seems to be somewhat like that 
of a mass ritual of a primitive tribe, in which a 
scourge is symbolically exorcised, and everyone 
leaves with a feeling that at least something has 
been done about this pressing problem. Yet no 
such procedure is used with diseases like polio or 
tuberculosis or measles. 


What we know and do not know 
about delinquency 


We must face the fact that we have only the 
beginnings of the knowledge necessary for a scien- 
tific attack on the delinquency problem. Yet it is 
only from these beginnings that any progress 
toward a solution to the problem seems to be 
coming. 

I will discuss some of the knowledge needed for 
a scientific attack on the problem, and then pre- 
sent a plan for a strategic beginning of this attack. 

1. We do not know what true delinquency is in 
any real scientific sense. There is a growing body 
of evidence that true delinquency is a symptom 
of a set of illnesses of mind and spirit which very 
often have their onset in early childhood and fre- 
quently have permanently damaging effects on the 
individual. This set of diseases can then be de- 
scribed as chronic, with the symptoms of delin- 
quency tending to disappear when the individual 
is in his midtwenties, but with other symptoms 
such as interpersonal difficulties, poor job perform- 
ance, alcoholism, and psychosomatic illnesses con- 
tinuing to appear. We are gaining an understand- 
ing of some common elements in these illnesses. 
In this connection a recent statement in Federal 
Probation! is worth quoting: 


An essential principle of the dynamic concept is that 
recurring criminality and delinquency are presumptive evi- 
dence of a psycho-pathological process involving unconscious 
motivations and expressing itself through the criminal act. 
We have come to recognize slowly but surely the fact that 
recidivism is not altogether a rational process. Recidivism is 
derived from deep, unresolved psychological problems and 
motives which find expression through interesting substitu- 
tions and displacements and occasionally manifest themselves 
in symbolic fashion. This dynamic approach which concerns 
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itself with the topography of unconscious emotional conflict 
rather than with the logic of the criminal mind, while not 
new, is one that can more emphatically be confirmed since 
the emergence of present day clinical techniques. 


But even a crude differentiation of these disease 
entities is not now available in a form to guide 
delinquency workers in selecting appropriate treat- 
ment procedures. The Gluecks and others are ex- 
perimenting with methods of identifying prede- 
linquents in the early school years, but these 
investigations are still in the early exploratory 
stages. 

2. The problem is much bigger than we think 
it is. At the conferences mentioned above we fre- 
quently console ourselves with the pious thought 
that only 2 per cent of the child population are 
court delinquents in any one year, and we say, 
thank God for the other 98 per cent. A more real- 
istic look at the statistics will show that perhaps 
20 per cent of boys will have a delinquency record 
by the time they reach draft age. 

The number of delinquency cases disposed of by 
juvenile courts in the United States has risen for 
11 consecutive years. In fact, the number of such 
cases increased by nearly three times between 1948 
and 1958. And although the child population of 
delinquency age increased by about a third dur- 
ing this period, the actual delinquency rate per 
thousand children of delinquency age doubled 
during this 10-year period. Naturally we are con- 
cerned when such an index of trouble among our 
youth doubles in a decade, but there are a number 
of reasons why we should regard the problem as 
more serious than these facts make it appear. I 
would again remind you that it is reliably estimated 
that one boy in five in this country now has a 
delinquency record by the time he is 18 years old. 
I would immediately raise the question as to 
whether this country can afford this kind of waste 
of its productive youth. It can, of course, be argued 
that many of the offenses that are counted in 
establishing this figure are relatively minor. This 
is true, but there are other reasons for regarding 
the official statistics as indicating only the part of 
the iceberg that shows above the surface. For 
example, it is reported by the Children’s Bureau 


There is a growing body of evidence 
that true delinquency is a 
symptom of a set of illnesses of 
mind and spirit which very often have 
their onset in early childhood 
and frequently have permanently 
damaging effects on the individual 
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that for every child who becomes a juvenile court 
statistic there are two or three who are dealt with 
informally by the police, even though they may 
have committed similar offenses. On top of this, 
the FBI reports that for all major crimes in the 
United States only about one in four results in 
an arrest. 

Let us look in particular at offenses in which 
youth figure prominently. About half of all arrests 
for burglary and larceny involve persons under 18 
years of age. Almost two thirds of the arrests for 
auto theft involve such persons. Yet in these three 
categories of offense slightly less than one in four 
results in an arrest. If juveniles commit a similar 
proportion of the offenses for which no arrest is 
made this would mean that the juvenile crime 
problem in these serious categories is more than 
double the size indicated by the official statistics. 
This fact cannot be minimized, since approxi- 
mately half of all juvenile court offenses by boys 
are in the theft category and, as you know, boys 
constitute our major juvenile delinquency problem 
since they outnumber girls by about five to one in 
this regard. It therefore appears that in our official 
statistics we are seeing only the top of the iceberg. 

But there are even more threatening consider- 
ations in this problem. The child population of 
delinquency age will increase by about 50 per cent 
in the next two decades. On top of this, in the 
next two decades many more of our people will 
be living-in or near big cities. Now we know that 
at present the big city delinquency rates are three 
to four times the rural and small town rates. It 
seems very likely, therefore, that as we become 
a more urban nation our delinquency and adult 
crime rates will continue to rise. Since adult crime 
rates also increase with size of city, not only is 
our iceberg threatening at present but it is likely 
to become much more threatening in the coming 
decade. 

The problem becomes even more enormous if 
we accept the definition of delinquency as a symp- 
tom of a chronic affliction of mind and spirit which 
only occasionally manifests itself in delinquency. 
This means that for every court delinquent in a 
given year there may be several others who are 
so chronically disturbed that they are potentially 
delinquent. There is evidence in this direction. 
Srole and Langner of Cornell University Medical 
Center recently reported to the American Socio- 
logical Society a study of a large probability sample 
of adults in New York City which indicated that 
for every disturbed person receiving treatment 
there was a much larger number not receiving 
treatment and moving about in the general pop- 
ulation. Since disturbed parents tend to have dis- 
turbed children, and the more serious delinquents 
are disturbed, one may infer that a similar condi- 
tion exists among children. This, of course, raises 
the interesting question of when does a child be- 
come a delinquent and when does he cease to be 


one. If he becomes one when he develops strong 
delinquent attitudes and tendencies, and ceases to 
be only when these attributes disappear, there are 
many more delinquents in the population than are 
in court in any one year; and the hidden ones are 
much more dangerous since they are not under 
surveillance. 

Crude methods now exist for identifying pre- 
delinquents and other disturbed children in the 
early grades in school, but there is no widespread 
use of these methods as yet. There is also little 
use of effective treatment methods with the cases 
identified. 

3. We do not know conclusively the effectiveness 
of any delinquency prevention or treatment method. 
Here I quote Witmer and Tufts? in a Children’s 
Bureau publication: 


This review of the findings of evaluative studies leads to 
several conclusions. 

First, as was expected from what is known about the 
causes of delinquency, no panacea for preventing or reduc- 
ing delinquency has been discovered. 

Second, certain measures, in and of themselves, have been 
found to be insufficient to reduce delinquency. Counseling 
and other services of the Cambridge-Somerville type, although 
liked by many “difficult” boys and their families, do not 
keep the youngsters from committing delinquent acts. Much 
the same seems to be true of the usual sort of recreational 
services. Psychiatric treatment is inadequate to overcome the 
influence of grossly unfavorable social conditions and is often 
unacceptable to families who live in the slums. The usual 
group work services of a conventional character also appear 
not to have much effect upon delinquency. 

Third, a start toward identifying the kinds of measures 
that are likely to lessen the delinquent acts of particular 
types of children has been made. For instance, child guid- 
ance, of the usual urban variety, has been found to be help- 
ful to youngsters who suffer from mild personality disorders 
and to those whose problem behavior stems primarily from 
distortions in the parent-child relationship. Associations of 
neighbors in slum areas seem to be able to restore certain 
delinquent youths to good social functioning. On the nega- 
tive side, none of the programs has been successful with 
youths who are psychopathic or otherwise seriously emo- 
tionally disturbed. 

Fourth, new measures have recently been devised to reach 
some kinds of children who did not respond to the old. The 
work with gangs, for instance, picks up where the usual 
recreational programs failed. The “reaching-out” kind of 
casework goes after youngsters and families from disorgan- 
ized homes in slum areas who have been found to be 
inaccessible to child guidance. In doing so, this program 
follows one of the tenets of the Cambridge-Somerville Youth 
Study and shares with it and the Chicago Area Project the 
belief that such youngsters and their families will respond 
to friendly approaches that are persistently sustained. 

All this, taken together, suggests that we are on our way 
toward learning what does and what does not prevent 
delinquency, but we still have far to go. Progress toward 
that objective will call for close cooperation between prac- 
tice and research, with both parties looking hopefully to 
theory and to experience for ideas about the direction in 
which to move next. Practice cannot and should not wait 
upon research, nor should research be delayed until practice 
is well established. We shall be most likely to discover how 
to prevent delinquency if research is undertaken coordinately 
with the development of new measures and the refinement 
of old ones, if research and practice are conceived as insepa- 
rable parts of a single process. 


This does not mean that no method is effective. 


It merely means that conclusive evidence for the 
effectiveness or ineffectiveness of any method has 
not yet been presented. The evaluation problem is 
easy in the sense that one can determine whether 
a delinquent commits another offense and is ap- 
prehended for it in the same city. Present facil- 
ities make it difficult to determine in city A whether 
he commits another offense in city B unless the 
cities have a common clearance system. It is more 
difficult, of course, to determine whether he has 
changed enough in personality dynamics and be- 
havior that he has ceased to be a potential delin- 
quent. However, a beginning can be undertaken 
in evaluating preventive and treatment methods in 
some cities where a child does not move out of 
the area and can be followed until he reaches 
adulthood. 

4, How much do we really want to control this 
problem? When we consider the low pay and 
inadequate resources of delinquency workers in 
most localities, and the comparative lack of interest 
of scientists in delinquency, one wonders how 
serious we are about controlling the problem. Some 
sophisticated social scientists and clinicians regard 
a part of delinquency as a kind of safety valve for 
our social system whereby adults with delinquent 
tendencies achieve vicarious satisfaction through 
the delinquencies of their children and other 
people’s children, and thereby avoid more serious 
offenses of their own. Is ours a delinquent society, 
as the sociologist Barron® has described it, or a 
crime-breeding culture, as Albert Deutsch* has 
branded it? 

Does our tendency to exorcise this demon 
through conferences, denunciations, and other 
rituals indicate an unconscious condoning of this 
phenomenon and a need to perpetuate it within 
tolerable limits? 


A scientific attack on delinquency 


Enough knowledge now exists to encourage some 
sanguine clinicians and social scientists in believ- 
ing that the time is ripe for such an attack. And 
there are certain clues to the nature of this prob- 
lem which suggest the kind of attack that is now 
possible and appropriate. 

1. The work of Healy and Bronner, the Gluecks, 
and others suggest that the more serious types of 
the problem have their roots in intrafamily and 
interpersonal situations which are most amenable 
to mental health understanding and mental health 
treatment rather than to more traditional modes 
of dealing with the problem. Pleune® recently made 
an admirable statement of this position: 


In my experience the conclusion is inescapable that true 
delinquency does not occur without disturbed interpersonal 
relationships. This is the continuing source of trouble, and 
improvement of this basic pathology is the sine qua non of 
successful treatment. Failing this, our program of enforced 
morality, education, and discipline builds a flimsy structure 
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Successful treatment of severely 
disturbed delinquents has been 
demonstrated by experienced clinicians 
although ...no method has been proved 
effective on a large scale thus 
far... experience with small numbers 
of cases is now sufficiently 
impressive to justify large-scale 
community-wide programs 


without foundation, which sooner or later tends to collapse. 
In varying degrees all truly delinquent children (excluding 
cases of mental defect, organic brain damage and constitu- 
tional deficiencies ) have experienced a lack of constructive, 
dependable loving relationships or they have experienced an 
excess of destructive aggression in their relationships with 
parent figures. Usually this pathogenic condition must have 
been fairly continuous and severe before a truly delinquent 
pattern appears. It happens when a child has suffered so 
much emotional injury that his personality is dominated by 
anger, fear, and distrust. He is intolerant of the tensions of 
social and interpersonal adjustment and he turns to, or 
remains at, immature levels of instinct gratification. He seeks 
immediate tension-relieving pleasure in stealing, truancy, 
sadistic aggression, etc., and seems to claim immunity from 
demands of reality. The most logical, effective way of treat- 
ing a truly delinquent child is through creating a situation 
in which corrective interpersonal relationships can occur. 
This should be the primary focus of the institutional pro- 
gram. Unless the treatment period succeeds in arousing 
whatever capacity the child has to feel admiration, respect, 
affection, and desire to identify with emotionally healthy 
adults, it achieves little more than an increased fear and 
dislike of authority. He may conform to an authoritative 
program, but, as we often see, it is a transient, symptomatic 
change lasting only so long as forcible controls from outside 
himself are present. 


Successful treatment of severely disturbed delin- 
quents has been demonstrated by experienced 
clinicians, although no mass demonstrations have 
yet been possible because of shortages of funds 
and of skilled personnel. We said earlier that no 
method has been proved effective on a large scale 
thus far, but the experience of these skilled workers 
with small numbers of cases is now sufficiently 
impressive to justify large-scale community-wide 
programs. 

2. Numerous studies indicate that factors in- 
volved in the problem usually extend beyond the 
family and the neighborhood and throughout the 
community in its economic, educational, protective, 
and other basic functions. 

3. When it is also considered that the services 
and agencies combating delinquency tend to be 
organized at the community level and to be du- 
plicated in several thousand community units 
around the country, it seems appropriate to attack 
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the problem at the community level rather than 
at the neighborhood or individual family level, 
where one cannot control all the community-wide 
factors involved. For example, a combination of 
economic pressures, group prejudices, intrafamily 
conflicts, and deprivations of recreational, health, 
and housing services may combine to produce and 
perpetuate antisocial behavior in a child. By this 
behavior he tends to create situations at school, in 
play, and so on, which crystallize antisocial patterns 
in him. It is only at the community level that the 
situation at school, on the playground, and in other 
typical areas of his life space can be modified so 
as to create something approaching a therapeutic 
milieu for this child and his family. 

4. There are sufficient resources available in per- 
sonnel and financing that a full-scale long-term 
demonstration and research project at the com- 
munity level is now possible in two or more cities. 
Similar projects in several cities of different types 
and sizes would be desirable, but the scarcity of 
skilled, trained human resources will certainly limit 
the number that are possible. 

The outlines of such a program were presented 
in the recent National Institute of Mental Health 
and Children’s Bureau report to Congress. This is 
represented in what I have termed the rough con- 
sensus of experienced professionals in the field. 
This consensus would indicate that serious delin- 
quency usually involves a long-term social and 
psychological process. In many delinquents the 
first symptoms appear in early childhood, with 
onset varying perhaps between ages 2 and 10. 
There is suggestive evidence that the process can 
be reversed or at least arrested, but early inter- 
vention and continuing attention are desirable for 
its control. In this respect delinquency roughly re- 
sembles diabetes, which physicians now know how 
to control if they spot the illness early enough and 
give continuing care for an indefinite period. In the 
case of delinquency, such public health control 
methods are less reliable, though promising. Pre- 
ventive care (preferably by the same worker but at 


least by the same agency) needs to continue through 
the adolescent years, perhaps beyond. With mild 
cases, such care may take the form of no more than 
an initial diagnostic study, followed by periodic 
contact with a trained probation officer or other 
experienced person, and the occasional provision 
of necessary health, counseling, remedial education, 
recreational, and finally vocational guidance serv- 
ices. In more serious cases, a continuing rather inten- 
sive rehabilitative process is required, involving the 
coordination of the above services on a more con- 
centrated basis (again preferably by one worker but 
at least by one agency). 

An essential counterpart to such individual and 
family care is an attempt to modify the spirit of the 
community in high-delinquency areas so that the 
adults in these areas may show a more accepting, 
helping, and nurturing attitude toward all children, 
including delinquents, in the area, and may partici- 
pate in mobilizing and improving all community 
services for youth. 


Summary 


We see the delinquency problem as very serious, 
as rapidly growing, and as a real threat to the youth 
resources of our country. We recognize that our 
basic knowledge regarding the problem is inade- 
quate, and that therefore basic research must be 
pushed forward on all fronts with the problem. At 
the same time, we are encouraged by the apparent 
rough consensus among experienced delinquency 
workers that a multiple-service community-wide 
program has a good chance of some success at the 
present time. 
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The Code in our colleges 


In sending a substantial contribution for education 
through the Osteopathic Progress Fund, a physician 
recently expressed his conviction that the subject 
of professional ethics should be presented frequent- 
ly to the A.O.A. membership and that the best time 
to indoctrinate the young doctor in the basic stand- 
ards of the profession is while he is in training 
at college. 

Contributors to the support of education have 
every right to inquire into the administration of the 
funds of our educational institutions, as well as 
their curricula. Our colleges are “privately” owned 
as distinguished from state-supported centers of 
learning. But no college is “private” from the others 
or from the profession. 

The physician concerned about education in 
ethics was happy to learn that the Code of Ethics, 
published each year in the American Osteopathic 
Association Directory, is very much in evidence in 
our college halls, classrooms, clinics, and teach- 
ing hospitals. 

Our six colleges have diversified approaches to 
the presentation of the Code in formal courses, but 
in all of them the teaching faculty points to the 
Code whenever a practice procedure under dis- 
cussion raises a debatable ethical consideration. 
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Dean Tilley at Kirksville lists lectures on the 
Code given by Dr. William C. Kelly to the Junior 
class. The first year class is introduced to the Code 
in the course of orientaton. Specal lectures are given 
in the Senior year at a time when the class is in the 
rural and specialty clinics. 

For the past 12 years there has been a course in 
ethics and jurisprudence in the curriculum at Los 
Angeles, which President Henley conducts person- 
ally. Each first year student receives a copy of the 
Code. Physicians from the field meet the class as 
visiting lecturers. The final examination includes 
questions which require an understanding of the 
Code to be answered acceptably. 

Dean Mercer at Philadelphia College supervises 
a public relations course with the third year class 
in which the Code and the A.O.A. Constitution and 
By-laws are study and discussion texts. The first 
year orientation course under the Dean’s personal 
attention devotes time to the systematic presenta- 
tion of the Code, as well as to the organizational 
structure of the national association. 

Dean Kistner at Chicago College incorporates 
material related to ethics in a course titled “The 
Art of Practice,” given in the Junior year, a course 
including topics such as business management of 
the doctor’s office, technical help, insurance and tax 
problems, and other phases of professional pro- 
cedure which involve practical application of ethi- 
cal principles. 

The Kansas City College catalogue lists a course 
for the first trimester of the third year, 2 hours of 
classroom instruction each week for the 12-week 
period. The course “consists of an introduction to 
the art of practice, business methods, office proce- 
dures, and a study of the Code of Ethics. The Code 
of Ethics of the American Osteopathic Association 
is the text for this study.” 

At The College of Osteopathic Medicine and 
Surgery, in addition to seminars specifically de- 
voted to the Code, there is a faculty directive 
specifying reference to the ethical considerations 
involved in cases under study. 

The presidents and deans are unanimous in their 
conviction that, whatever the curricular arrange- 
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ment with regard to the Code, the most effective 
impression is made on the students in training by 
the experience of witnessing ethical principles in 
dynamic application by their own teachers and by 
the physicians in the field with whom they come 
in contact. 
Members of the profession in teaching positions 
in colleges, clinics, and hospitals have the best op- 
portunities to inculcate the ethical code effectively. 
The physician in the field, by his counsel and ex- 
ample, also contributes to education in this area of 
training, just as his financial support contributes to 
the maintenance and expansion of our schools. 


Pioneers 


Life magazine in September pictured in broad 
strokes the early history of osteopathic medicine 
with biographic outlines of Dr. Still and some of 
his co-workers. D.O. magazine each month, as did 
its predecessor, THE Forum, prints an obituary 
column. Often there are life-story outlines there 
going back to pioneer years. In the panorama of 
the profession’s history these citations are eloquent 
details in the broad picture, summing up individual 
lives and work which help fill in the chronicle 
framework. 

The December obituary roll call is heavy with 
physicians who were in their seventies or eighties 
when their mortal span concluded. One was 91. 
They began their careers in the pioneer years. 

Their historic vignettes are meaningful to every 
osteopathic physician who sees himself and feels 
himself as a factor in his profession’s advance. The 
complete history of osteopathic medicine is a work 
project so encyclopedic that it will probably never 
be materialized, principally because a vital and 
growing profession has its major attention on the 
exigencies of the present and on the current prob- 
lems that are shaping the profession’s future. 

Yet as these pioneers pass into history their life 
stories merit contemplation. We read of an 1897 
Kirksville graduate who was one of the first, if not 
the first, to practice osteopathic medicine in Texas; 
an 1899 Kirksville graduate who held membership 
in the American Osteopathic Association from 
graduation until his last day on earth in 1960; of 
a Mississippian who studied osteopathy in Boston 
and became the first D.O. licensed to practice in 
New Jersey; of a Des Moines graduate who was the 
first woman D.O. licensed in Kansas; of two teach- 
ers at osteopathic colleges, Dr. Samuel H. Kjoerner, 
of the Kansas City faculty, a 1900 Kirksville grad- 
uate, and Dr. Neil Johnstone, professor at his Kirks- 
ville alma mater. 

There are younger physicians, too, including a 
1933 Kansas City graduate who gave pioneer serv- 
ice aboard Navy ships and in base hospitals. Al- 
though physically disabled in World War II, he 
carried on for nearly a decade and a half in non- 
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practice service to his profession and to his di- 
visional society. 

Dr. Charles C. Reid, of Denver, not only was 
a member of the A.O.A. throughout his professional 
life, but was the active standard-bearer for his 
specialty of ophthalmology and otolaryngology. He 
earned an M.D. degree in 1905 (Denver Home- 
opathic Medical College) a few years after his 
Kirksville graduation, organized the group which 
grew into the osteopathic college of his specialty, 
was its first president, directed national convention 
programs in his specialty year after year, headed 
the Colorado divisional society and the Denver 
Tri-County Association, lived as full and active 
and worth-while a life of service as could be packed 
into an 87-year lifetime. 

Dr. Robert A. Vallier as a youth bicycled 45 
miles to Kirksville twice a week to be treated for 
migraine headaches. Dr. Still persuaded him to stop 
commuting and study osteopathic medicine himself. 
When he opened his office in Gainesville, Texas, 
north of Ft. Worth, in 1897 he was a lone pioneer 
in the Lone Star State. His influence was far from 
isolated, however. Three younger brothers followed 
his footsteps and became D.O.’s. They all prede- 
ceased their pioneer brother who was 91 years old 
when he breathed his last in Florida in September. 

Dr. Denis Webb Granberry was New Jersey’s 
first osteopathic licensee when he opened his office 
in Orange in 1902 to begin a 58-year career at the 
same address. Graduate of Harvard, he, like Dr. 
Reid in Colorado, took a medical degree (Columbia 
University College of Physicians and Surgeons, 
1907). He was a founder and life member of the 
New Jersey osteopathic divisional society and was 
its president for six terms, served on the state board 
of medical examiners, belonged to the Academy of 
Applied Osteopathy, and was a trustee of the A.T. 
Still Research Institute. 

The Dr. Mary Pearl Adams Memorial in Wichita 
Osteopathic Hospital will immortalize the woman 
born on a farm near Independence in southeastern 
Kansas in 1887 who came back home after gradua- 
tion from Des Moines in 1913, practiced 15 years 
in Fredonia, then moved to Wichita for 30 years of 
service before retiring in i958. First woman li- 
censed as an osteopathic physician in Kansas, she 
was a force in her community, a civic leader, and 
worthy pioneer. 

Dr. Erle Lyle Klein was an Ohioan graduated 
from Kansas City in 1933 and caught up in the 
war as a Navy medical corpsman. On ships and at 
bases in California and Australia and various Pa- 
cific islands he found medical officers, M.D.’s, of 
course, who welcomed and encouraged his osteo- 
pathic procedures in sick bay when obscure ail- 
ments were unresponsive to pills or punctures. They 
commended his work highly and sincerely. Then 
came illness which not only ended his war service 
but took away a lung and the physical strength 
necessary for civilian practice. “He was the best 
secretary-treasurer we ever had,” said a president 
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of the Southern Oregon Osteopathic Association, 
of which Dr. Klein had held the presidency before 
assuming the hard-work office job. He was an 
osteopathic pioneer in his work in Navy sick bays. 

The history of osteopathic medicine perhaps will 
never be written all in one piece. There is no one 
moment in history when every detail of the time- 
space panorama can stand still for evaluation in 
perspective. But as we run we can read, and every 
physician moving in his own segment of time-space 
osteopathic history will be richer for even mo- 
mentary contemplation of our pioneers and how 
they lived and worked. 


Proposed amendment to the 
By-laws of the American 


Osteopathic Association 


TRUE B. EVELETH, D.O., Executive Director 


The following proposed amendment is published 
at the direction of the Board of Trustees for action 
at the next meeting of the House of Delegates. 


ARTICLE II—MEMBERSHIP 


Amend Section 1 by adding, after the present 
section, the following as the second paragraph of 
the section: 

“Membership in a national or state osteopathic 
association the purposes or activities of which are, 
in the opinion of the Board of Trustees of the 
American Osteopathic Association, inimical to the 
best interests of the Association or of any of its 
chartered divisional societies, shall be cause for 
refusal of or revocation of membership in the 
Association. The membership of any member of 
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the Association who, in the opinion of the Board 
of Trustees of the Association, purposely and 
persistently violates the established policy of the 
Association or who undermines the unity of the 
osteopathic profession or of any of its established 
professional organizations may be revoked by 
action of the Board of Trustees of the Association.” 


The following proposed amendments are pre- 
sented by True B. Eveleth, D.O., Executive Direc- 
tor, in an effort to improve the procedure in proc- 
essing applications for A.O.A. membership. 


ARTICLE II—MEMBERSHIP 


Amend Section 1 by adding, after the word 
“resides,” in the first sentence of the Section, the 
following: “except that, for applicants serving an 
internship or residency within five years after grad- 
uation such endorsement shall not be required.” 
The sentence would then read: “An applicant for 
regular membership in this Association shall be a 
graduate of a college of osteopathy approved by 
the American Osteopathic Association, and shall 
make application upon the prescribed form with 
the endorsement of the secretary of the divisional 
society in the state, province, or foreign country in 
which the applicant resides, except that, for ap- 
plicants serving an internship or residency within 
five years after graduation, such endorsement shall 
not be required.” 


ALTERNATIVE AMENDMENT TO ARTICLE II 


Amend Section 1 by deleting in the first sen- 
tence following the word “form,” the words “with 
the endorsement of the secretary of the divisional 
society in the state, province, or foreign country in 
which the applicant resides.” The sentence would 
then read: “An applicant for regular membership 
in this Association shall be a graduate of a college 
of osteopathy approved by the American Osteo- 
pathic Association, and shall make application upon 
the prescribed form.” 
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American Osteopathic Association 1960-61 Officers-Trustees-Chairmen 


OFFICERS 


President Roy J. Harvey 
President-Elect Charles L. Naylor 
Past Presidents Galen S. Young 
George W. Northup 
First Vice President Wesley B. Larsen 
Second Vice President Loren R. Rohr 
Third Vice President James H. McCormick 
Executive Director True B. Eveleth 
Treasurer Mr. Kenneth L. Ettenson 
Business Manager Mr. Walter A. Suberg 
Acting Editor William E. Brandt 


TRUSTEES 


Roy J. Harvey, Charles L. Naylor, Galen S. Young, George 
W. Northup, Wesley B. Larsen, Loren R. Rohr, James H. 
McCormick (officer-members); Robert D. Anderson, Lydia 
T. Jordan, Wallace M. Pearson, Herbert L. Sanders, Camp- 
bell A. Ward (terms expire 1961); J. Scott Heatherington, 
Russell M. Husted, Dominic Raffa, J. Edward Sommers, 
William B. Strong (terms expire 1962); J. Mancil Fish, 
John W. Hayes, Earl K. Lyons, Eugene D. Mosier, Ira C. 
Rumney (terms expire 1963) 


Dr. Robert D. McCullough, Chairman 
Committee on Hospitals 


EXECUTIVE COMMITTEE 


Charles L. Naylor 
Wesley B. Larsen 


Ira C. Rumney 


RP Russell M. Husted 
usse! 


Galen S. Young 


HOUSE OF DELEGATES—OFFICERS 


Speaker Charles W. Sauter, II 
Vice Speaker Philip E. Haviland 


CHAIRMEN 


Department of Professional Affairs, Ira C. Rumney 
Bureau of Professional Education, Clyde C. Henry 
Committees: 
Colleges, George W. Northup 
Hospitals, Robert D. McCullough 
Accreditation of Postgraduate Training, William Baldwin, Jr. 
Advisory Board for Osteopathic Specialists, Thomas J. Meyers 
Student Loan Fund, Robert N. Evans 
Bureau of Research, Robert A. Galbraith 
Bureau of Organizational Affairs, Wallace M. Pearson 
Committees: 
Distinguished Service Certificates, J. Scott Heatherington 
Ethics, Wesley B. Larsen 
Membership, John W. Hayes 
Veterans Affairs, Robert E. Morgan 
Constitution and By-Laws, J. Scott Heatherington 
A.O.A. Publications, Wesley B. Larsen 
Bureau of Conventions, True B. Eveleth 
Committees: 
Program, Ward E. Perrin 
A. T. Still Memorial Lecture, Wallace M. Pearson 
Scientific Exhibit, Wilbur V. Cole 


Department of Public Affairs, Russell M. Husted 
Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
Committees: 
Medical Care Plans, Theodore F. Classen 
Health Care for the Aging, Vernun H. Casner 


Department of Business Affairs, Charles L. Naylor 
Bureau of Finance, George W. Northup 
Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Carl E. Morrison 
Council on Development, William B. Strong 


Ad Hoc Committees 
Conference, Otterbein Dressler 
Osteopathic Progress Fund, Earl K. Lyons 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Lydia T. Jordan 
A-O.A Organizational Structure, J. Mancil Fish 
Expansivn Central Office Facilities, Carl E. Morrison 
Committee on Clinical Study, Allan A. Eggleston 
Disaster Medical Care, Raymond W. Hanna 
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Christmas message from the 
President of the =~ 
American Association 


“On earth peace!” Three words, bearing a message of hope for all men, 
to be read by each of them in the light of his understanding. To the 
mother of men, these words bring promise of the cessation of war; 

to the minister, hope of leading men into ways of strength; to the 
statesman, vision of a society above strife and greed. To the 
physician, the three words bring these things—and more. To him 
they come as a renewal of dedication. 


The physician shares with all men the realization that peace comes 
from within. But more than other men, perhaps, he realizes that peace 
must be built upon the bedrock of health, of both mind and body. 

He sees in himself an instrument through which that bedrock 

may be preserved or strengthened. 


A true physician brings to fulfillment the promise of the first 
Christmas. He would be, in a sense, all things to all men. He would 
be their doctor, priest, and social worker. He brings harmony 

to the disordered body, straightens the paths of the tortured mind, 
betters the living conditions of the poor. In these things he sees 
forces which build or destroy peace. 


On Christmas, a true physician gives of himself, of whatever 
measure of knowledge and skill may be his, that men may live 
in health, at peace with themselves, at peace with their neighbors, 
and at peace with their God. 
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Osteopathy holds first 


seminar on aviation medicine 


> James L. Goddard, M.D., Civil 
Air Surgeon and Chief Medical 
Officer of the Federal Aviation 
Agency, headed the FAA team of 
physicians that conducted a post- 
doctoral course in aviation medi- 
cine held in Des Moines, Iowa, 
November 9 to 11. Seventy-one 
physicians from thirteen states 
attended the seminar, a “first” in 
osteopathic education. 

The course was sponsored by the 
new Flying Osteopathic Physicians 
Association and the College of 
Osteopathic Medicine and Surgery, 
Des Moines. Merlyn McLaughlin, 
Ph.D., president of the College, 
was program chairman, and Dr. 
W. W. Kiehlbaugh, Earling, Iowa, 


Right, F.O.P.A. members, Drs. J. R. Mc- 
Nerney, Des Moines, and H. L. Sanders, 
Grand Junction, Colorado, visit with 
A.O.A. President-Elect Charles L. Naylor, 
Ravenna, Ohio. 


Below, FAA staff members with F.O.P.A. 
president—From left, Drs. William Hart, 
Carl Wilbur, John E. Smith, W. W. Kiehl- 
baugh, F.O.P.A. head, Robert T. Clark, and 
James L. Goddard, Civil Air Surgeon and 
Chief Medical Officer of the FAA. 


was assistant program chairman. 
Dr. Kiehlbaugh is president of 
F.O.P.A. 

The seminar was open to all 
physicians who are interested in 
aerospace education. In particular, 
it was designed for doctors who 


are already serving as aviation 
examiners or who are interested in 
being designated as examiners. 


A.O.A. President attends Both 
Dr. Roy J. Harvey, Midland, Michi- 
gan, and The Honorable Reinhold 
C. Carlson, Des Moines, welcomed 
the attendants, one as President of 
the American Osteopathic Associa- 
tion, the other as Mayor of Des 
Moines. Dr. Goddard opened the 
postdoctoral program with the 
address, “The Medical Program of 
the Federal Aviation Agency.” 
FAA staff members who assisted 
Dr. Goddard included Drs. James 
Britton, who spoke on “The Medi- 
cal Certification Process”; William 
Hart, “Visual Standards for Airmen” 
and “Demonstration of Horizontal 
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Prism Bar and Maddox Rod”; Carl 
Wilbur, “Medical Aspects of Air- 
craft Accidents”; Robert T. Clark, 
“Aviation Physiology”; and John E. 
Smith, “Research in Aviation Medi- 
cine” and “Cardiovascular Evalua- 
tion.” The entire staff conducted 
two conferences, “Tower to Pilot— 
How to Improve Your Communica- 
tions,” and “Problems in Medical 
Certification.” 

Dr. Joseph B. Baker, Greenfield, 
Iowa, chairman of the Iowa Chap- 
ter, F.O.P.A., conducted a confer- 
ence critique in the closing session 
of the seminar. 


The F.O.P.A. e The Flying Oste- 
opathic Physicians Association was 
organized last summer, and at its 
first meeting, held during the 
A.O.A. Convention in Kansas City 
last July, Dr. Kiehlbaugh was 
elected president and Dr. Loren 
L. Hatch, Dallas, Georgia, its 
secretary. At this meeting of 
organization, Dr. Chester D. 
Swope, Washington, D.C., and Dr. 
McLaughlin, a lieutenant colonel 
in the U.S. Air Force Reserve, 
acted as advisors. Dr. Swope ex- 
plained the mechanics of desig- 
nation as an aviation medical 
examiner, and Dr. McLaughlin the 
place open to osteopathy in avia- 
tion medicine. The next meeting 
of the new association is scheduled 
for Miami Beach in January during 
the A.O.A. Convention. 

“The F.O.P.A. opens for the 
osteopathic profession a means of 
taking part in the development of 
aerospace medicine,” said Dr. 
McLaughlin, “and has three prin- 
cipal aims: to give physicians who 
are interested in flying a means of 
communication; to provide prep- 
aration for qualification as flight 
examiners; and to marshal the 
profession’s air force for service in 
times of disaster.” 


When F.O.P.A. was organized—Dr. Chester 
D. Swope and Merlyn McLaughlin, Ph.D., 
were speakers when osteopathic fliers held 
first meeting in Kansas City in July. Dr. 
Loren L. Hatch, Athens, Georgia, was made 
secretary, and Dr. Kiehlbaugh president. 
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Right, at closing luncheon of seminar— 
John B, Shumaker, Ph.D., right, dean of the 
College of Osteopathic Medicine and Sur- 
gery, awards seminar certificates. 


Below, Designated aviation medical exam- 
iners in attendance—From left, seated, Drs. 
Alfred J. Bennett, Tampa, Florida, Joseph 
B. Baker, Greenfield, lowa and Don C, 
Ross, Detroit. Standing, Drs. Peter J. Moor- 
ton, Detroit, W. W. Kiehlbaugh, Earling, 
lowa, E. E. Allaby, Denver, and Homer F. 
Matz, Ash Grove, Missouri. 
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DEPARTMENT OF 


Bureau of Publie Education on Health 


Now is time for profession 
to help in plans for aged 


> The Social Security Amendments 
of 1960, which became effective on 
October 1, include important pro- 
visions for the health care of the 
aged. At the time the law was 
passed considerable publicity was 
directed to its provisions, and now 
its implementation is being studied 
by the states. 

The A.O.A. Committee on Medi- 
cal Care Plans has already pro- 
vided divisional society officers 
with detailed explanations of the 
new medical care benefits under a 
state Medical Assistance for the 
Aged program, and of the extended 
medical care benefits under the 
Old Age Assistance program for 
which federal contributions can be 
received. Copies of this memoran- 
dum are available from the A.O.A. 
Central Office, Chicago. 


Two basic objectives ¢ Basically, 
the 1960 amendments have two ob- 
jectives: (1) to increase federal 
funds to the states for medical 
services for 2,250,000 persons on 
old-age assistance, and (2) to au- 
thorize federal grants to the states 
for payment of part or all of the 
medical services of the group fre- 
quently referred to as the “medi- 
cally needy aged 65 or over.” The 
size of this group varies, depending 
upon the criteria used in establish- 
ing eligibility to receive assistance 
in meeting medical expense. 
Broad discretion is granted to 
states in determining the scope of 
their medical or hospital services, 
and their eligibility for federal- 
state matching funds under an es- 
tablished formula. Comprehensive 
medical care may be provided if 
the states are able and desire to 
finance such programs, in which 
existing voluntary health insurance 
plans may be utilized. These in- 
clude Blue Cross, Blue Shield, 
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group practice prepayment plans, 
and other local programs. 


Methods within states e The Bu- 
reau of Public Education on Health 
of each divisional society should 
make certain that its doctors are 
kept informed concerning legisla- 
tive proposals and plans of its state 
government. In many states, action 
of the state legislature is required 
to authorize state participation in 
the new program. 

Current reports indicate that 
states differ in the rate of develop- 
ment of plans or programs to carry 
out the new law. Michigan has 
already enacted legislation to ex- 
pand medical services for an esti- 
mated 60,000 persons over 65 who 
are currently receiving old-age as- 
sistance. It also plans to provide 
medical care equal to Blue Cross- 
Blue Shield standards for another 
60,000 persons who are under the 
new program of medical assistance 
for the aged. Kentucky, at a special 
session of its legislature, has au- 
thorized the state’s participation in 


the new program. The Utah State 
Welfare Commission has taken ac- 
tion to reorganize its medical care 
programs at the county level, and 
finds that it needs further statutory 
authority which cannot be secured 
until the 1961 legislative session. 
This is also the case in Idaho, where 
the governor has outlined plans to 
give medical assistance to all older 
persons in need. State law prohibits 
Arizona from engaging in medical 
welfare programs. 

Information indicates that in all 
but twenty states various degrees 
of state planning are now under 
way. Experience indicates all states 
will eventually participate. 


Now is the time e The time for 
the osteopathic profession to act to 
carry out its responsibilities in this 
phase of public health is now. The 
need of many persons in the over- 
65 age group for medical care has 
been demonstrated. The health 
professions have indicated their 
desire ic meet these health needs 
under the voluntary health system 
at the state level. The osteopathic 
profession is now offered the op- 
portunity not only to provide med- 
ical and hospital care for the aged 
under these programs, but also to 
participate in their development. 


At annual banquet of the American Osteopathic College of Radiology—Katherine Becker, 
right, associate editor of the A.O.A. JOURNAL, receives from Dr. Arthur H. Witthohn 
the certificate of fellowship awarded posthumously to Dr. Raymond P. Keesecker, Editor 
of the American Osteopathic Association from May 1951 to April 1960. Dr. Theodore C. 
Hobbs delivered the citation. 
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Hospital Committee issues 
new editions of handbooks 


> The Committee on Hospitals of 
the A.O.A. Bureau of Professional 
Education recently issued new edi- 
tions of its two handbooks. The first, 
“Requirements for Registered Hos- 
pitals,” is in its eighth edition, and 
the second, “Requirements for the 
Training of Interns and/or Resi- 
dents,” is in its thirteenth. Both are 
issued by the Committee on Hos- 
pitals on authority delegated to it 
by the Board of Trustees of the 
American Osteopathic Association. 

As in the past, the booklets do 
not assume for the Association any 
legal authority over osteopathic hos- 
pitals, nor do they question their 
right to conduct their affairs in the 
interest of the communities they 
serve. They do, however, set forth 
the minimum standards institutions 
must meet if they are to be regis- 
tered by the A.O.A., or approved 
for the training of interns or resi- 
dents. 

These requirements are repro- 
duced in full in the following pages, 
first for registered hospitals, then 
for those approved for intern and 
residency training. 


REQUIREMENTS FOR 
REGISTERED HOSPITALS 


I. Hospital and staff standards 


A. General e 1. Registered osteo- 
pathic hospitals must be designated 
as osteopathic hospitals by the use 
of the word “osteopathic” in their 
titles or subtitles, prominently dis- 
played on the exteriors of buildings 
so that the subtitles are distinctly 
visible on the main approach to 
the hospital. Similar osteopathic 
identification must be used on ali 
stationery, printed matter, signs, or 
public announcements. 

2. There must be a minimum of 
six (6) adult beds available for the 
care of patients. 

3. Professional care and hospital 
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service must be provided on a 
continuous twenty-four (24) hour 
schedule. 

4. The hospital must maintain 
service for patients as follows: in- 
dividual beds, sanitary linens, ade- 
quate diets, adequate nursing, and 
such other services as the hospital 
professes to provide. 

5. Hospitals must have been in 
operation for a minimum period of 
twelve (12) months prior to evalua- 
tion for listing as a registered hos- 
pital. 


B. Administration e 1. There must 
be qualified management to assure 
adequate hospital function and hos- 
pital service for patients. 

2. The administrative authorities 
have the responsibility of admin- 
istering their institution to meet the 
needs of the community. 

3. The administrative authorities 
and professional staff, each in their 
proper area of responsibility, must 
see that patient care is maintained 
in accord with current standards 
of practice. 


C. Professional staff ¢ 1. The hos- 
pital must be staffed by qualified 
physicians, licensed and registered 
as provided by the laws of the 
state. 

2. The staff shall be so organized 
as to insure proper staff govern- 
ment and adequate patient care. 

3. All staff members must com- 
ply with the standards of the Com- 
mittee and the constitution, by- 
laws, rules, and regulations of the 
individual hospital. 

4. All osteopathic physicians on 
the staff must be members in good 
standing of their national and divi- 
sional osteopathic associations and 
their local associations where such 
exist. 

5. Courtesy staff privileges may 
be accorded other licensed physi- 
cians and dentists. 

6. All osteopathic physicians on 
the staff must conform to the Code 
of Ethics of the American Osteo- 
pathic Association, and must com- 


ply with all provisions pertaining 
to ethical relationships as contained 
in the governmental regulations of 
the individual institutions. 

7. The professional staff is re- 
sponsible for and must maintain 
adequate case records on each pa- 
tient. The case record must be 
completed within thirty (30) days 
following discharge of the patient 
from the hospital, and filed in the 
institution. 

8. The staff and governing .au- 
thorities must not permit the use 
of the hospital to physicians who 


‘do not meet standards. 


D. Records library e 1. A records 
library must be maintained in a 
manner acceptable to the Commit- 
tee on Hospitals. 

2. Accurate filing systems for case 
records must be maintained in a 
manner acceptable to the Com- 
mittee on Hospitals. 

3. Standard nomenclature shall 
be used in reporting the final diag- 
nosis, complications, and operations 
on each patient's record. 

4. All case records, including 
x-ray films, electrocardiographic 
tracings, laboratory reports, etc. are 
the property of the hospital and 
must be kept permanently on file in 
conformity with the law, and pref- 
erably under fireproof conditions. 

5. No record or part thereof shall 
be removed from the hospital ex- 
cept by court subpoena. 

6. At the time of the inspection 
of the hospital, the hospital au- 
thorities must have available, and 
furnish without delay, case records, 
record books, and statistics as re- 
quired by the Committee. 


E. Nursing department e 1. The 
hospital must employ a sufficient 
number of nurses to adequately 
meet acceptable standards of pa- 
tient care. 


F. Dietary department e 1. The 
dietary department must have ade- 
quate personnel to meet the needs 
of the institution. 

2. There must be adequate sani- 
tary facilities for the storage, prep- 
aration, and handling of all foods. 


G. Pharmacy or drug department 
e 1. Proper records of all drug 
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transactions must be maintained in 
accord with the laws pertaining to 
such transactions. 


H. Physical plant and facilities « 
1. The hospital must comply with 
the laws of the state and the ordi- 
nances of the city, borough, or 
township in which it is located 
relating to sanitation equipment, 
fire protection, safety devices, build- 
ing regulations, and maintenance. 

2. The physical plant must be 
adapted to the services to be ren- 
dered therein. 


3. Each patient room must con- 


form to acceptable standards. 

4. Hygiene, toilet, and bathing 
facilities must meet acceptable hos- 
pital standards. 

5. Each room and all parts of the 
premises must be kept neat, clean, 
sanitary, and well ventilated. 

6. There must be an adequate 
water supply, and facilities to 
maintain a healthful temperature in 
accord with acceptable hospital 
standards. 

7. Unless otherwise provided for, 
the institution must maintain ade- 
quate isolation facilities for patients 
as indicated by the circumstances. 


J. Physical plant and depart- 
ments e Limited service hospitals 
must have adequate facilities to 
provide the services offered, while 
hospitals rendering general profes- 
sional care must maintain services 
as follows: 
Osteopathic medicine—1. There 
shall be adequate space and ade- 
quate facilities to insure acceptable 
patient diagnosis and treatment. 
Obstetrics—1. There shall be ac- 
ceptable facilities for obstetrical 
and infant care. 
Surgery—1. There shall be accept- 
able facilities for surgery and surgi- 
cal care. 
Radiology—1. There must be at 
least one x-ray room containing 
adequate x-ray equipment suitable 
tor the usual diagnostic procedures. 
2. Adequate filing facilities must 
be maintained. 
Laboratories—1. Laboratory serv- 
ice for chemical, bacteriological, 
serological, hematological, and 
pathological examinations must be 
maintained in the institution or by 
arrangement with an outside quali- 


Named to U. S$. Committee—Dr. Earl E. Congdon, Flint, Michi- 
gan, left, represents the A.O.A. on the Surgeon General's new 
Committee on Poliomyelitis Control. Dr. George B. Stineman, 
Harrisburg, Pennsylvania, is the alternate member. 


fied laboratory in a manner accept- 
able to the Committee. 

2. Adequate filing facilities must 
be maintained. 


K. Staff organization e 1. The 
staff shall function in a manner ac- 
ceptable to the Committee. 

2. The organization and regula- 
tions of the staff must be such as to 
insure acceptable patient care in 
accord with current standards of 
practice. 

3. The staff must show evidence 
that privileges of each member of 
the staff are determined on the 
basis of professional qualifications 
and demonstrated professional abil- 


ity. 


L. Staff meetings and commit- 
tees @ 1. General staff meetings 
should be held at sufficient intervals 
to review and analyze the profes- 
sional work of the staff and to in- 
sure adequate patient care. Attend- 
ance records and detailed minutes 
of the meetings must be main- 
tained. 

2. The staff should maintain such 
committees as are necessary to 
insure adequate patient care and 
adequate case records in accord 
with acceptable standards of staff 
organization. 


M. Staff—Consultations e 1. Re- 
quests for all consultations must be 
recorded on the doctor’s order 
sheet. 

2. All reports of consultations 
must be on a special sheet and 
made a permanent part of the pa- 
tient’s hospital chart and must show 
evidence that the consultant has: 

a. Conducted an adequate physi- 
cal examination of the patient 


b. Reviewed the patient’s hospi- 
tal chart 

c. Listed the findings of his ex- 
amination and recorded his diag- 
nosis or impression 

d. Outlined his recommendation 
for treatment 

e. Signed the report, and re- 
corded the date and time of consul- 
tation. 

3. Consultation is required before 
performing any surgical procedure 
which has as its purpose the emp- 
tying of the uterus of the products 
of conception, in part or in whole. 
The consultation record must state 
the indications for the procedure. 

4. Consultation is required before 
emptying the uterus of the products 
of conception in a case of inevita- 
ble or incomplete abortion. This 
regulation does not preclude the 
consultant from performing or as- 
sisting at the operation without 
further consultation. 

5. Consultation with at least two 
consultants is required before the 
therapeutic interruption of preg- 
nancy. 

6. Consultation is required on all 
patients under the age of fifty (50) 
prior to the performance of a diag- 
nostic dilatation and curettage. 

7. Consultation must be re- 
corded on the chart showing the 
indication for any procedure which 
will result in sterilization in either 
the male or female prior to the 
performing of such procedure. A 
special consent form giving written 
consent of patient and spouse must 
be signed by both patient and 
spouse prior to the procedure. 

8. Consultation is required prior 
to performing a cesarean section. 

9. Consultation is required on 
critically ill patients. 
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N. Staff—Special requirements 
e 1. Musculoskeletal examinations 
are required in all cases. 

2. The history, physical exami- 
nation, and laboratory findings must 
show evidence on which the diag- 
nosis was made and treatment in- 
stituted. 

3. Chemical, hematological, bac- 
teriological, serological and _histo- 
pathological examinations must be 
utilized as indicated in all cases. 

4, An adequate summary must 
be made of each case. 

5. The staff physician is held re- 
sponsible for the completion of case 
records in detail, including the 
history, physical examination, prog- 
ress notes, case summary, admit- 
ting, working (provisional) and final 
diagnoses. 

6. Signed reports of all examina- 
tions and tests must become a part 
of the chart. 

7. All tissues surgically removed, 
and all foreign bodies recovered, 
must be submitted for pathologic 
examination and diagnosis. 

8. All laboratory and x-ray re- 
ports, or any other reports of work 
done outside the institution which 
are pertinent to the diagnosis and 
treatment of the patient must be 
made a part of the permanent hos- 
pital record in the form of an orig- 
inal or a copy of the original report. 
This report must indicate the date 
of the examination and the individ- 
ual by whom the examination was 
made. 

9. At the discretion of the hospi- 
tal authorities and staff, hospitals 
have the right to request that all 
radiological and laboratory studies 
made outside the institution be 
submitted for evaluation by prop- 
erly qualified hospital personnel 
prior to treatment, or to have the 
examination repeated in the insti- 
tution in the best interests of pa- 
tient care. 


O. Staff—Charts and records ¢ 
1. Hespitals desiring registered sta- 
tus with the American Osteopathic 
Association are to be judged prin- 
cipally on the standard of patient 
care and the completeness and ac- 
curacy of the case records. 

2. Patient records shall be main- 
tained, including the following, as 
indicated by the type of case: (a) 


JOURNAL A.O.A., VOL. 60, DEC. 1960 


admitting patient identification and 
statistical summary, (b) history, (c) 
physical examination, (d) doctor’s 
orders, (e) nurse’s bedside notes, 
(f) laboratory reports, (g) consulta- 
tion, (h) operative permit, (i) oper- 
ative report, (j) anesthesia record, 
(k) progress record, (1) special pro- 
cedure record, (m) x-ray reports, 
(n) special consent permit, (0) ob- 
stetrical record, (p) infant record, 
(q) surgical register, (r) admission 
register, (s) delivery register, (t) 
death register, (u) birth register. 

3. The case records must be com- 
pleted in all required detail within 
thirty (30) days following discharge 
of the patient. 

4. A complete history shall be 
taken as soon after admission as 
is practical. The type and scope of 
the history shall be determined by 
the character of the case. The his- 
tory shall include the following: 
(a) chief complaint: the patient's 
reason for seeking treatment; (b) 
present illness: an orderly story of 
the onset and course of the illness; 
(c) past history: a summary of the 
patient's past health status; (d) 
family history: evidence of heredi- 
tary or infectious diseases; and (e) 
inventory by systems. 

5. A complete physical examina- 
tion shall be made as soon after 
admission as is practical and a 
working or provisional diagnosis 
must be recorded on the chart. 


Il. Application 


A. Procedures of registration « 
1. Hospitals must apply annually 
for evaluation by the Committee 
on Hospitals for registration. 

2. Applications must be made on 
a form provided by the Committee 
and must be filed in accord with 
the date specified on that form. 
The required fee must accompany 
the application. 

3. Hospitals are required to fur- 


nish information and statistics re- 
quested by the Committee. 

4. Newly established hospitals 
may apply for special evaluation 
by the Committee on Hospitals for 
a particular purpose, but in no case 
shall a hospital be listed officially 
in the directory of registered hos- 
pitals until it has successfully com- 
pleted one full year of operation. 
Inquiries should be made to the 
secretary of the Committee con- 
cerning this matter. 


Ill. Inspection program and 
registration 


A. Purpose and procedure e 1. 
The purpose of the inspection pro- 
gram is to insure the following: (a) 
maximum benefits for the patient 
in accord with current standards of 
practice, and (b) adequate staff 
control of professional services and 
complete and accurate case records. 

2. Inspections are conducted by 
inspectors approved by the Com- 
mittee on Hospitals. 

3. Inspections shall be permitted 
at any time following due notice. 

4. The Committee on Hospitals 
recommends to the Board of Trus- 
tees of the American Osteopathic 
Association for registration those 
hospitals which meet the require- 
ments. 

The Board of Trustees of the 
American Osteopathic Association 
is the final, authoritative approving 
body for osteopathic hospitals. 

5. Hospitals will be informed of 
the final disposition of their appli- 
cations. Registered hospitals shall 
receive a letter and a certificate 
indicating registered status. 

6. Hospitals not granted registra- 
tion may request an opportunity 
for a hearing, the time and place to 
be designated by the Committee. 

7. Registration of a hospital may 
be withdrawn for cause at any 
time. 


the 26th, at 10:30. 


At the A.O.A. Convention in Miami Beach next month, the 
Academy of Applied Osteopathy will hold a panel discus- 
sion on “Somatic-Visceral Syndromes,” Thursday morning 


{ 
a 
f 
i 
{ 
; 
; 
| 
| 
2 
= = 
= 
= 
= 
= 
3 
319 
: 
° 
4 


REQUIREMENTS FOR THE 
TRAINING OF INTERNS 
AND/OR RESIDENTS 


I. Hospital and staff 
requirements 


A. General e 1. Osteopathic hos- 
pitals must be designated as osteo- 
pathic hospitals by the use of the 
word “osteopathic” in their titles 
or subtitles, prominently displayed 
on the exteriors of buildings so that 
the subtitles are distinctly visible 
on the main approach to the hospi- 
tal. Similar osteopathic identifica- 
tion must be used on all stationery, 
printed matter, signs, or public an- 
nouncements. 

2. The hospital and the required 
departments must have been in 
operation for a minimum of twelve 
(12) months prior to consideration 
for approval by the Committee on 
Hospitals as a teaching institution. 

3. The hospital must have a 
minimum of twenty-five (25) adult 
patient beds, and a 50 per cent 
annual bed occupancy must be 
maintained. 

4. There must be at least fifteen 
(15) patient beds, exclusive of bas- 
sinets, for each intern. 


B. Administration and boards of 
trustees e 1. There must be quali- 
fied management invested in an 
administrator who derives his au- 
thority from a board of trustees 
or governing body. 

2. The governing authorities have 
the responsibility of administering 
their institution to meet the needs 
of the community. 

3. The governing authorities ad- 
ministration, and professional staff 
each in their proper area of respon- 
sibility must see that patient care 
is maintained in accord with cur- 
rent standards of practice. 

4. The governing authorities 
must see that the requirements 
established for the training of in- 
terns and residents are maintained 
by the responsible professional and 
administrative personnel of the 
institution. 

5. The governing authorities, ad- 


ministration, and professional staff 
members are responsible for the 
department and professional work 
of interns and residents. 

6. The governing authorities must 
be the final approving body for 
appointments to the professional 
staff. 


C. Professional staff ¢ 1. The hos- 
pital must be able to show evidence 
of maintaining a qualified and well 
organized professional staff. 

a. There must be a minimum 
of three organized professional 
departments as follows: (1) osteo- 
pathic medicine, (2) obstetrics and 
gynecology, and (3) surgery; 

b. Radiology and pathology serv- 
ices must be provided. 

2. The staff must be composed 
of licensed osteopathic physicians 
who are members in good standing 
of their national and divisional as- 
sociations, and local associations 
where such exist. 

3. Courtesy staff privileges may 
be accorded other licensed physi- 
cians and dentists who are mem- 
bers in good standing of the Ameri- 
can Medical Association, American 
Institute of Homeopathy, American 
Dental Association and their re- 
spective component societies, each 
in his proper category. 

4. The chairman of each required 
organized department must be 
qualified in the specialty. 

5. The professional staff must 
maintain adequate supervision and 
care of all in-patients, out-patients, 
and emergency patients. 

6. The general staff, and all re- 
quired organized departments and 
committees of the staff, must main- 
tain a minute book to record at- 
tendance and detailed minutes of 
each meeting. 

7. The professional staff must 
establish and must be able to carry 
out an adequate educational pro- 
gram for interns and residents. Reg- 
ular programs of lectures and staff 
instructions for the interns must be 
established and maintained which 
shall include the following: 

a. Osteopathic medicine 

b. Bedside clinic teaching 

c. Pathology 

d. Radiology 

_e. Obstetrics and gynecology 
f. Surgery 
g. Such other clinical training as 


the personnel and facilities of the 
hospital permit. 

8. The governing body and all 
staff physicians must conform to 
the Code of Ethics of the American 
Osteopathic Association, and must 
comply with all provisions pertain- 
ing to ethical relationship as con- 
tained in the constitutions, by-laws, 
and rules and regulations of the 
various hospitals with which they 
are associated. 

9. All members of the profes- 
sional staff must assume collective 
responsibility in contributing their 
time and effort to the educational 
program of interns and residents. 

10. The staff must assume the 
responsibility for seeing that an 
adequate number of autopsies are 
performed by a physician properly 
qualified to meet educational stand- 
ards for intern and resident train- 
ing. A minimum autopsy rate of 
15 per cent should be maintained. 


D. Medical record library depart- 
ment e 1. A medical record library 
department must be maintained in 
a manner acceptable to the Com- 
mittee on Hospitals. 

2. The medical record library 
must be under the supervision of 
a person qualified to perform the 
required duties. 

3. Accurate indexing and filing 
systems for case records must be 
maintained in a manner acceptable 
to the Committee on Hospitals. 

4. All case records, including 
x-ray films, ECG tracings, labora- 
tory reports, etc., are the property 
of the hospital and must be kept 
permanently on file in conformity 
with the law, and preferably under 
fireproof conditions. 

5. Hospital case records may be 
microfilmed for permanent filing in 
accord with state and local regula- 
tions. 

6. No record or part thereof shall 
be removed from the hospital ex- 
cept under court subpoena. 

7. The case records must be com- 
pleted in all required details within 
thirty (30) days following discharge 
of the patient from the hospital, 
and must be committed to the 
permanent file. 

8. Standard nomenclature shall be 
used in reporting the final diagno- 
sis, complications, and operations 
on each patient’s record. 


In Miami Beach in January— 


James L. Goddard, M.D., 
Aviation Agency, will be the Keynote Speaker, Monday 
morning, the 23rd, at 9:15 o'clock. 


Attend A.O.A.’s first winter convention, January 23-26. 


Civil Air Surgeon, Federal 


9. At the time of the inspection 
of the hospital the records library 
must have available, and furnish 
without delay, the following: 

a. Admissions record book 

b. Death record book 

c. Obstetrical record book 

d. Surgical record book 

e. Index of disease, complica- 
tions, operations etc. 

f. Patients’ charts as requested by 
the inspector. 


E. Nursing department e 1. The 
hospital must employ a sufficient 
number of nurses to adequately 
meet acceptable standards of pa- 
tient care. 

2. The director of the nursing 
personnel must be a graduate nurse 
registered in the state in which 
the hospital is located. 

3. All nurses holding supervisory, 
executive, or teaching positions in 
the hospital must be graduate reg- 
istered nurses. 


F. Dietary department ¢ 1. The 
dietary department must have 
qualified supervision and adequate 
personnel to meet the needs of the 
institution. 

2. There must be adequate sani- 
tary facilities for the preparation, 
handling, and storage of all foods 
to meet the needs of the institution. 


G. Pharmacy or drug depart- 
ment e 1. The pharmacy or drug 
department must be under the 
supervision of a registered pharma- 
cist or otherwise qualified super- 
visor. 

2. Adequate personnel must be 
maintained to insure acceptable 
functioning of the department. 

3. The facilities of the depart- 
ment must be such as to insure 
proper preparation, storage, and 
dispensing of drugs. 
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4. Proper records of all drugs dis- 
pensed shall be maintained and be 
in accord with the laws pertaining 
to such transactions. 

5. Drugs dispensed must meet 
the requirements of recognized 
standardizing agencies. 


H. Professional library e 1. There 
must be provided within the hospi- 
tal a well-lighted and properly 
equipped room to serve as a library. 

2. This room must be of sufficient 
size and contain adequate facilities 
to insure a satisfactory study room 
for interns and residents. 

3. The library must contain mod- 
ern texts and current periodicals 
on at least the following subjects: 
anatomy, anesthesiology, bacteriol- 
ogy, chemistry, dermatology, diag- 
nosis, internal medicine, laboratory 
diagnosis and technic, neurology, 
obstetrics and gynecology, ophthal- 
mology, orthopedics, otorhinolaryn- 
gology, pathology, pediatrics, phys- 
ics, physiology, practice of osteop- 
athy, proctology, psychiatry, ra- 
diology, surgery, syphilology, and 
urology. 

4. It is advisable for the library 
to include additional current texts 
and other professional periodicals 
of a general and specialty nature 
beyond the above minimum. 


I. Physical plant—general e 1. 
The hospital must comply with the 
laws of the state and the ordinances 
of the city, borough, or township 
in which it is located, relating to 
sanitation equipment, fire protec- 
tion, safety devices, and building 
regulations and maintenance. 

2. The hospital physical plant 
must be adapted to the services to 
be rendered therein. 

3. Each patient room must con- 
form to acceptable hospital stand- 
ards and shall be of sufficient size 


to afford each patient an acceptable 
cubic footage of air space. 

4. Hygiene, toilet, and bathing 
facilities must meet acceptable hos- 
pital standards. 

5. Each room and all parts of 
the premises must be kept neat, 
clean, sanitary, and well ventilated. 

6. Unless otherwise provided for, 
the institution must maintain ade- 
quate isolation facilities for patients 
as indicated by the circumstances. 


J. Physical plant—departments e 
Osteopathic medicine—1. This de- 
partment must have adequate space 
and adequate facilities to insure 
acceptable patient diagnosis and 
treatment. 

Obstetrics—1. There shall be a 
modern delivery room with ade- 
quate equipment utilized only for 
obstetrics. 

2. There shall be a separate 
newborn nursery which must pro- 
vide adequate ventilation, individ- 
ual bassinets, infant incubators, and 
approved infant hygiene facilities. 
Adequate cubic footage for each 
bassinet in the nursery must be 
provided to conform with accepted 
public health standards. In addi- 
tion, a separate examining area ad- 
jacent to the nursery must be pro- 
vided. 

3. Adequate infant isolation fa- 
cilities must be provided. 
Surgery—1. There must be at least 
one major operating room, so 
equipped with adequate instru- 
ments, dressings and sterilization 
equipment that the usual surgical 
operations and procedures may be 
safely performed. 

Radiology—1. There must be lo- 
cated within the hosptal adequate 
radiological equipment. 

2. Adequate filing facilities must 

be maintained. 
Pathology—1. There must be lo- 
cated within the hospital a modern 
laboratory equipped to conduct the 
usual chemical, hematological, bac- 
teriological, and serological exam- 
inations. 

2. If the hospital is not equipped 
for pathologic diagnosis of tissues, 
provisions must be made for tissue 
diagnosis to be conducted outside 
the institution and in a manner ac- 
ceptable to the Committee on Hos- 
pitals. 
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3. Adequate filing facilities must 
be maintained. 


K. Staff—organization e 1. The 
staff must be organized in a manner 
acceptable to the Committee on 
Hospitals. 

2. There shall be at least a chair- 
man or chief of staff, vice chairman 
or vice chief, and a secretary. Other 
officers to meet the needs of the 
staff may be maintained. 

3. There must be a recorded con- 
stitution and/or set of by-laws, or 
set of rules and regulations of suf- 
ficient detail to insure adequate 
staff government. 

4. The staff must have such com- 
mittees as will insure adequate 
staff function, and must maintain 
the required committees as later 
defined. 

5. The staff membership must be 
defined in the following classifica- 
tions: active, associate, courtesy, or 
in some similar manner of classifi- 
cation, depending on the size and 
organization of the staff. The active 
staff has the privilege to vote and 
hold office. 

6. The staff must show evidence 
that the privileges of each member 
of the staff are determined on the 
basis of professional qualifications 
and demonstrated professional 


ability. 


L. Staff—meetings, committees, 
and boards e 1. The general staff 
and all required organized depart- 
ments, committees, and boards of 
the staff must maintain a minute 
book in which must be recorded 
the attendance record and detailed 
minutes of each meeting. 

2. General and departmental staff 
meetings shall be held at least 
every month. Each staff member is 
required to attend at least 75 per 
cent of regularly scheduled and re- 
quired meetings. At regular 
monthly staff meetings the staff 
must be kept informed of the ac- 
tions and results of all committee 
and department meetings. The staff 
meetings should include profes- 
sional educational discussions with 
the definite objective of improving 
the hospital's service to the patient, 
and the training of the intern and 
resident. 

3. A medical record committee 
(Medical Audit Committee) of the 
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staff should review all current rec- 
ords at frequent intervals for con- 
structive criticism and appraisal. 
This committee shall report its find- 
ings and recommendations at regu- 
lar staff meetings. 

4. A mortality review committee 
must review all mortalities in the 
hospital at least monthly. This may 
be done by a committee of the 
staff, by organized departments, by 
the entire staff, or other acceptable 
method. Cases having teaching 
value must be presented to the 
general staff. 

5. A tissue committee, preferably 
a subcommittee of the medical 
record or medical audit committee, 
or other acceptable technique must 
be adopted to evaluate the surgical 
practice of the institution to deter- 
mine justification for surgical pro- 
cedures, consider tissues with mini- 
mal or no pathology if and when 
such exist, and scrutinize the re- 
lationship between preoperative 
and postoperative final diagnoses. 
The findings of this committee are 
to be made known to the surgical 
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department, the staff, and the ad- 
ministration. 

6. An acceptable technique must 
be established for reviewing malig- 
nancies. 


M. Staff—consultations e 1. The 
hospital shall have such rules and 
regulations as are necessary to 
properly control procedures such 
as cesarean sections, therapeutic 
interruption of pregnancy, and 
sterilization on male or female. 

2. Consultation with a qualified 
consultant is required in all cases 
of known or suspected pregnancy, 
prior to the performance of a dil- 
atation and curettage. The con- 
sultation must apply to the patient's 
condition after admission to the 
hospital. 

3. Consultation with a qualified 
consultant is required on all 
critically ill patients. 


N. Staff—special requirements 
1. Osteopathic musculoskeletal ex- 
aminations are required in all 
cases. 


& 


PHYSICIANS FOR A GROW!N 


At the annual convention of the American Public Health Association, held recently in 
San Francisco, the American Osteopathic Association presented this exhibit. Discussing 
some of its "give-away"’ literature are Dr. Robert D. Anderson, Philadelphia, chairman of 
the A.O.A. Bureau of Public and Industrial Health, Lewis H. Hoyle, M.D., convention 
delegate from Kansas City, Missouri, and Leonard Heffel, of the staff of the A.O.A. 


Division of Public and Professional Service. 
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2. The history, physical examina- 
tion and laboratory findings must 
show evidence on which the diag- 
nosis was made and treatment insti- 
tuted. 

3. Chemical, hematological, bac- 
teriological, serological, and histo- 
pathological examinations must be 
indicated in all cases. 

4, Adequate summaries on all 
cases must be made showing the 
condition and disposition of the 
patient at the time of discharge 
from the hospital. 

5. At the discretion of the hospi- 
tal authorities and staff, hospitals 
have the right to request that all 
radiological and laboratory studies 
made outside the institution be 
submitted for evaluation by prop- 
erly qualified hospital personnel 
prior to treatment, or to have the 
examination repeated in the institu- 
tion in the best interests of patient 
care. 

6. The case records must be com- 
plete in all required details within 
thirty (30) days following discharge 
of the patient from the hospital. 

7. Prior to the performance of a 
surgical procedure, the patient’s 
hospital record must show evidence 
that the operating surgeon has re- 
viewed the chart, examined the pa- 
tient, and recorded his findings and 
recommendations. In the case of an 
emergency, the operating surgeon 
must make a statement on the 
chart as to the nature of the emer- 
gency, indicate the components of 
the chart which are absent, and as- 
sume full responsibility for the in- 
completeness of the chart. This 
statement must bear his signature, 
the date and time; at the termina- 
tion of the emergency procedure 
the record must be completed. 

8. All tissues surgically removed 
and all foreign bodies recovered 
must be submitted for pathologic 
examination and diagnosis. 

9. A qualified physician pathol- 
ogist who is either on the staff or 
easily accessible to the hospital 
must be available. 

10. Prior to the administration 
of an anesthetic the patient’s hos- 
pital record must show evidence 
that the physician responsible for 
the anesthetic has reviewed the 
chart, examined the patient, re- 
corded his findings, graded the pa- 
tient as to anesthetic risk, and 
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ordered the preoperative medica- 
tion. 

11. All laboratory and x-ray 
reports of diagnostic work done 
outside the institution which are 
pertinent to the diagnosis and 
treatment of the patient must be 
made a part of the permanent hos- 
pital record in the form of an origi- 
nal or a copy of the original report. 
This report must indicate the date 
of the examination and the indi- 
vidual by whom the examination 
was made. 

12. Qualified radiological service 
coverage must be available. 


O. Staff—specific department re- 
quirements e 1. The chairman of 
each organized department must 
be qualified in his specialty. 

2. Department chairmen are re- 
sponsible for the proper main- 
tenance of standards and proper 
functioning of the respective de- 
partments. 

3. Physicians accorded member- 
ship in any department must be 
qualified as to professional privi- 
leges, must conform to the depart- 
mental regulations, and must main- 
tain the required records. 

4. The various departments must 
have available in the institution 
standard current reference texts 
and journals referable to the scope 
of work done in the various depart- 
ments. 

5. The original signed report or 
signed copy of the original report 
of all examinations or treatments 
must be made a part of the pa- 
tient’s permanent hospital record. 


P. Staff—charts and records e 
1. Hospitals desiring approval for 
the teaching of interns are to be 
judged principally on the standard 
of patient care and the complete- 
ness and accuracy of their records. 

2. Case records shall consist of 
separate forms for the following: 

a. Admitting identification— 
Prior to professional examination 
the admitting officer shall record 
the date, name and address of the 
patient, file number, and such other 


data as may be deemed necessary 


by the individual hospital, includ- 
ing an admitting diagnosis. 

b. History—A complete history 
shall be taken as soon after ad- 
mission as is practical. The type 


and scupe of the history shall be 
determined by the character of the 
case. The history shall include the 
following: (1) Chief complaint: the 
patient’s reason for seeking treat- 
ment; (2) present illness: an orderly 
story of the onset and course of the 
illness; (3) past history: a summary 
of the patient’s past health status; 
(4) family history: evidence of he- 
reditary or infectious diseases; and 
(5) inventory by systems. 

c. Physical examination—A com- 
plete physical examination shall be 
made as soon after admission as is 
practical, and a working (provi- 
sional) diagnosis must be recorded 
on the chart. Osteopathic muscu- 
loskeletal examinations shall be a 
part of the physical examination. 
The intern or staff physician mak- 
ing the examination must sign the 
report. 

d. Doctors’ orders—All orders 
for case management and consul- 
tations must be signed by the 
physician responsible for the order. 
The term “routine orders” shall not 
be used unless a printed or like 
copy of such orders is affixed to 
the chart and signed by the attend- 
ing physician as they apply. 

e. Nurses’ bedside notes—The 
nursing chart shall include tem- 
perature, pulse, and respiration 
findings, together with nursing and 
treatment procedures. It is also 
recommended that a graphic chart 
registering pulse, temperature, and 
respiration be used. 

f. Progress record—Progress 
notes recorded by the intern, resi- 
dent, or staff physician shall be 
made on all phases of the course of 
the hospital stay. An opening para- 
graph by the attending physician 
must be made, briefly stating the 
chief complaint, the symptoms and 
physical findings which crystallize 
the working (provisional) diagnosis, 
as well as expected therapy and 
possible consultation. All significant 
physical changes, new signs and 
symptoms, complications, consulta- 
tions, and treatment given must be 
noted. These progress notes should 
describe in proper continuity the 
course, progress, treatment, and 
disposition of the case. Progress 
notes must be signed by the physi- 
cian at the time of recording. The 
closing entry (or discharge sum- 
mary) should include the brief_re- 
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view of the patient’s hospital stay, 
the condition on discharge, and the 
disposition of the case. 

g. Laboratory reports—The 
original signed laboratory report or 
a signed copy of the report of all 
examinations must be made a part 
of the patient’s permanent hospital 
record. All laboratory reports or 
any other reports of diagnostic 
work done outside the institution 
which are pertinent to the diagnosis 
and treatment of the patient must 
be made a part of the permanent 
hospital record in the form of the 
original or copy of the original 
report. This report must indicate 
the date of examination and the 
individual by whom the examina- 
tion was made. 

h. X-ray reports—The original 
signed report or signed copy of the 
report of all x-ray examinations and 
procedures must become a part of 
the patient’s permanent hospital 
record. Reports of all radiologic 
work done outside the institution 
which are pertinent to the diag- 
nosis and treatment of the patient 
must be made a part of the perma- 
nent hospital record in the form of 
an original or copy of the original 
report. This report must indicate 
the date of the examination and the 
individual by whom the examina- 
tion was made. 

i. Consultation—({1) Requests for 
all consultations must be recorded 
on the doctors’ order sheet; (2) All 
reports of consultations must be on 
a special sheet and made a per- 
manent part of the patient’s hospi- 
tal chart and must show evidence 
that the consultant has: (a) con- 
ducted an adequate physical ex- 
amination of the patient, (b) re- 
viewed the patient’s hospital chart, 
(c) listed the findings of his exami- 
nation and recorded his diagnosis 
or impression, (d) outlined his rec- 
ommendation for treatment, and 
(e) signed the consultation report 
and recorded the date and time of 
consultation. 

j. Operative permit—An ap- 
proved signed permit from the pa- 
tient or his next of kin must be 
obtained prior to the administra- 
tion of anesthesia or the perfor- 
mance of any surgical procedure. 

k. Anesthesia record—A_ sepa- 
rate anesthesia chart which must 
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provide an acceptable record of the 
type of anesthesia and the patient’s 
condition throughout the operating 
procedure and signed by the anes- 
thetist must be made a part of the 
patient’s permanent hospital record. 

Special consent permit—A 
special consent permit shall be 
signed by the patient and spouse 
before the performing of any pro- 
cedure which will result in steri- 
lization in either the male or fe- 
male. Special consent permits 
should be secured for any addi- 
tional specialty procedure which 
any single institution may utilize. 

m. Operative report—A detailed 
personalized report of the opera- 
tion describing all gross findings of 
organs examined by visual or pal- 
patory means, and the technique of 
the operating procedure must be 
recorded immediately following the 
operation and must be signed by 
the operating surgeon. 

n. Obstetrical record—{1) An 
original or signed copy of the pre- 
natal serology, Rh factor, blood 
typing, and complete blood count; 
(2) history and physical examina- 
tion; (3) labor and delivery chart; 
(4) anesthetic record; (5) progress 
and summary record; (6) laboratory 
records which must include an in- 
patient complete blood count; and 
urine analysis. 

o. Infant record—This must be a 
separate chart from the mother’s 
chart and must include a record of 
acceptable infant and maternal 
identification, physical examination 
at birth, doctors’ order sheet, prog- 
ress sheet. summary sheet, and a 
record of birth. 

p. Death record—A copy of a 
standard death certificate or a suit- 
able equivalent death record shall 
be made a part of the patient's 
permanent hospital record. 


q. Autopsy permit—A legal form 
of autopsy permit must be executed 
prior to the performing of an au- 
topsy. 

r. Autopsy report—A detailed 
report of the gross and microscopic 
findings of the autopsy must be 
made a part of the patient’s per- 
manent hospital record. In the 
event that these findings are not in 
accord with the final diagnosis such 
disagreement or correction of final 
diagnosis must be indicated in an 
addendum to the progress record. 

s. Summary—({1) The discharge 
summary shall be the final entry on 
the progress sheet; (2) The statisti- 
cal summary sheet or “top sheet” 
shall contain information required 
for coding and indexing by the 
medical record department. 

t. Statistics—(1) Records and sta- 
tistics must be made available to 
the Committee on Hospitals when 
required; and (2) Standard nomen- 
clature shall be used in reporting 
the final diagnosis, complications 
and operations. 


Il. Intern requirements 


A. Definition e An internship is 
defined as a full time clinical train- 
ing period in a hospital to prepare 
the physician primarily for general 
practice and to meet the prerequi- 
sites for acceptance for advanced 
training in the various specialties. 


B. Basic information relative to 
intern training e 1. The Com- 
mittee on Hospitals is charged with 
the responsibility of recommenda- 
tion of the hospital for approval for 
intern training. 

2. There must be evidence that 
the management of the hospital, 
the chairmen of the departments 
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Carruth J. Wagner, M.D., Chief of the Division of Health 
Mobilization, USPHS, and his associate, John W. Walsh, 
M.D., will speak on civil defense, Monday morning, the 


Attend A.O.A.’s first winter convention, January 23-26. 


and the entire staff give thought,III. Resident requirements 


time and personal effort to provide 
the proper teaching and training 
of the intern. 

3. The minimum period of serv- 
ice for the completion of an ap- 
proved internship shall be not less 
than twelve (12) months. 

4, Interns shall be required to 
spend sufficient time in the various 
departments to obtain a proper ap- 
preciation of the technics, values 
and services of the department. 

5. The intern’s period of service 
must be arranged to provide train- 
ing on a rotating basis in the 
following: 

. Osteopathic medicine 

. Obstetrics and gynecology 

. Surgery 

. Radiology and clinical labora- 

tory 

e. And such other departments 
as the facilities of the hospital 
provide. 
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C. Staff responsibility e 1. All 
members of the professional staff 
must assume collective responsi- 
bility in aiding the intern’s train- 
ing. 

2. The professional departments 
of the hospital must be established 
and so coordinated that the intern 
may have the benefit of profes- 
sional cooperation from all depart- 
ments. 

3. The staff is obligated to see 
that sufficient emphasis is placed 
on the osteopathic concept and its 
application to osteopathic practice. 

4. {Interns shall be required to 
participate in all staff activities 
which evaluate patient care. (See 
items L-3, 4, 5, and 6) 


D. Intern requirements e 1. All 
interns must be graduate osteo- 
pathic physicians and be members 
of the American Osteopathic As- 
sociation. 

2. The intern cannot be per- 
mitted to engage or participate in 
any outside activities of a profes- 
sional nature during his period of 
internship which would interfere 
with his training program. 

3. The intern shall not be per- 
mitted to participate in private, 
professional or clinical work where 
either the intern or others collect 
compensation for the intern’s serv- 
ices. 
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A. Definition e Resident training 
is defined as a full time training 
period appropriate to a specialty of 
not less than one year’s duration 
spent in an approved osteopathic 
hospital, planned and conducted 
for the purpose of providing ad- 
vanced training in the designated 
specialty. All full time hospital 
training program beyond the com- 
pletion of internship and directed 
toward specialty training shall be 
exclusively designed as residencies 
and in no case shall a specialty 
residency program exceed five (5) 
years’ duration. 


B. Basic information relative to 
resident training e 1. The Com- 
mittee on Hospitals is charged with 
the responsibility of recommenda- 
tion of the hospital for approval 
for resident training. 

2. Hospitals approved for the 
training of interns by the American 
Osteopathic Association are eligible 
to apply for resident training ap- 
proval. 

3. Specialty hospitals not ap- 
proved for intern training may be 
eligible to apply for a resident 
training approval in their desig- 
nated specialty field. 

4. There must be evidence that 
the management of the hospital, 
the chairman of the department 
and the entire staff give thought, 
time and personal effort to provide 
the proper teaching and training of 
the resident. 

5. The resident must spend his 
full time in the work of the 
specialty. 

6. The resident cannot be per- 
mitted to engage or participate in 
any outside activities of a pro- 
fessional nature during his period 
of residency which would interfere 
with his training program. 

7. The resident shall not be per- 
mitted to participate in private, 
professional or clinical work where 
either the resident or others collect 
compensation for the resident's 
services. 

8. The resident is prohibited from 
acting as a consultant. 

9. Insofar as possible the surgical 
resident shall be first assistant on 
all surgical procedures. 


C. Staff responsibility « 1. All 
members of the professional staff 
must assume collective responsi- 
bility in aiding the resident's train- 
ing. 

2. The professional departments 
of the hospital must be established 
and so coordinated that the resi- 
dent may have the benefit of pro- 
fessional cooperation from all de- 
partments. 

3. The chairman of the specialty 
department or an active member of 
the department must be a certified 
specialist who by experience and 
teaching ability is qualified to im- 
plement and conduct the residency 
training program in compliance 
with the standards and require- 
ments of the Committee on Hos- 
pitals and the designated specialty 
board. 

4. The physician responsible for 
the training program in the special- 
ty department shall see that suf- 
ficient emphasis is placed on the 
osteopathic concept and its appli- 
cation to the specialty. 

5. The resident training program 
shall include: 

a. Adequate clinical and bedside 

personalized instruction 

b. Direct and comprehensive 

reading program 

c. Preparation of papers in the 

specialty field and related sub- 
jects 

d. Study of the basic sciences 

related to the specialty 

6. Residents shall be required to 
participate in all staff activities 
which evaluate patient care. (See 
items L-3, 4, 5, and 6) 


D. Resident requirements e 1. 
Applicants for resident training 
must be graduate osteopathic phy- 
sicians having served a minimum of 
one year’s internship or its equiva- 
lent if graduated in 1942 or prior 
thereto. 

2. To be eligible for approved 
residency training all physicians 
graduated after December 31, 1948 
must have served an intership of at 
least twelve (12) months’ duration 
in an osteopathic hospital approved 
for internship by the American 
Osteopathic Association. 

3. The physician must be a mem- 
ber of the American Osteopathic 
Association at the time of making 
application for residency training 
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As a change in pace as well as place, the President’s 
Banquet and Ball will become the President’s and Awards 
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and must maintain membership 
during residency. 

4. The resident must maintain a 
satisfactory record of the work 
done in the specialty which must 
be submitted to the chairman of 
the department and the physician 
responsible for his training for re- 
view and verification each month 
and a copy filed with the hospital 
administrator. This record is to be 
available for review at the time of 
the hospital inspection. 

5. The person responsible for a 
residency training program shall be 
required to submit progress reports 
to the hospital administration at 
least quarterly, relating to the 
progress of the trainee, his accepta- 
bility as a prospective specialist, 
and other factors pertinent to his 
continuing training. 


IV. Applications 


A. Regulations e 1. Hospitals must 
apply annually for evaluation by 
the Committee on Hospitals for 
intern or residency training ap- 
proval. 

2. If a hospital maintains more 
than one teaching unit under one 
professional staff, and the intern 
staff is on a rotary service between 
the units, the hospital shall be con- 
sidered as one institution. Hospitals 
maintaining more than one teach- 
ing unit which are under separate 
professional staffs shall prepare an 
application and report form for 
each institution. Hospitals not main- 
taining a rotary service between 
the units will prepare an applica- 
tion and report form for each unit. 

3. Applications must be made 
on a form provided by the Com- 
mittee and must be filed in accord 


with the date specified on that 
form. The required fee must ac- 
company the application. 

4. A separate application must be 
made for each residency in the 
various specialties in which ap- 
proval is desired. 


V. Contracts 


A. Regulations e 1. Hospitals ap- 
proved for training are required to 
execute contracts with interns or 
residents on forms approved by the 
Committee. 

2. Hospitals approved for the 
training of interns or residents shall 
report to the Committee on Hos- 
pitals any changes in the personnel 
of the intern or residency staff 
which may occur during the year 

3. Approved hospitals which 
knowingly solicit or accept interns 
or residents under contract to other 
hospitals shall forfeit for one year 
their rating as approved osteo- 
pathic hospitals. This penalty be- 
gins at the conclusion of the cur- 
rent approved year. 

4. In case of violation of con- 
tract by interns or residents they 
may lose credit for time already 
served in the hospital and no ap- 
proved osteopathic hospital may 
grant credit to those interns or 
residents during a period of twelve 
(12) months following date of 
breach of contract. 

5. Contract violations by interns, 
residents or hospitals must be re- 
ported to the Committee on Hospi- 
tals immediately following the in- 
cident. 

6. At the completion of their 
service the interns or residents 
shall receive from the hospitals a 
certificate attesting that they have 


satisfactorily fulfilled their period 
of training. These certificates shall 
be signed by the president and 
secretary of the governing body or 
by such other hospital authorities 
as may be designated. 

7. Intern selection and contracts 
are governed by the Osteopathic 
Hospital Intern Matching Plan. 


VI. Inspection program and 
approval 


A. Purpose and program e l. 
The purpose of the inspection pro- 
gram is to insure: 

a. Maximum benefits for the pa- 
tient in accord with current stand- 
ards 

b. Adequate educational pro- 
grams for interns and residents. 

2. Inspections are conducted by 
inspectors approved by the Com- 
mittee on Hospitals. 

3. Inspections shall be permitted 
at any time following due notice. 

4. The Committee on Hospitals 
recommends to the Board of Trus- 
tees of the American Osteopathic 
Association for approval for intern 
and resident training those hospi- 
tals which meet requirements. The 
Board of Trustees of the American 
Osteopathic Association is the final 
authoritive approving body for os- 
teopathic hospitals. 

5. Hospitals will be informed of 
the final disposition of their appli- 
cations. Approved hospitals shall 
receive a letter and a certificate of 
their approval status. 

6. A list of all osteopathic hospi- 
tals approved for the training of 
interns shall be submitted annually 
by the Secretary of the Committee 
on Hospitals to the secretaries of 
the examining boards in all states 
where an internship is required for 
licensure of osteopathic physicians 
and to such other agencies as the 
Executive Director of the American 
Osteopathic Association may desig- 
nate. 

7. Hospitals not granted approval 
may request an opportunity for a 
hearing, the time and place to be 
designated by the Committee on 
Hospitals. 

8. Approval of a hospital may be 
withdrawn for cause at any time. 
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National headquarters staff 


prepares for Convention 


> As chairman of the A.O.A. Bu- 
reau of Conventions, Dr. True B. 
Eveleth has marshaled the forces 
of the Central Office staff to insure 
a smooth-running convention in 
Miami Beach next month. This 
meeting, to be held in the Deau- 
ville and Carillon Hotels in the 
Florida resort town January 23 to 
26, will be the Association’s sixty- 
fifth annual convention, and _ its 
first to be held in midwinter. 
Walter A. Suberg, as vice chairman 
of the Bureau, is working with the 
staff in dovetailing the old and 
new in convention arrangements. 

The Executive Department is 
completing preparations for the 
midyear meeting of the Board of 
Trustees, to be held in the Carillon 
Hotel on the preconvention days of 
January 20 to 22. The 300-page 
agenda of official business and 
committee reports is now in the 
hands of Board members for pre- 
convention study, and machinery 
has been set up to facilitate Board 
procedure. This is the regular mid- 
year meeting of the Board, cus- 
tomarily held in Central Office in 
Chicago. For the first time in its 
history, the House of Delegates 
will not meet at convention time. 
It will hold its annual meeting in 
July, as usual, but not as a part 
of the annual convention. The 
meeting will probably be in 
Chicago. 


Movie premiere e For the Divi- 
sion of Public and Professional 
Service, under Robert A. Klobnak, 
the high point of the convention 
will be the premiere of “American 
Doctor,” the film that tells the 
story of osteopathy, and that has 
been in planning and preparation 
for almost 2 years. The film show- 
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ing will be open to all convention 
guests. 

The P. and PS. staff will follow 
its annual pattern on press, tele- 
vision, and radio coverage, and for 
the fifth year will publish the 
daily A.O.A. Conventioner, the 
four-page news bulletin which has 
become a looked-for guide to con- 
vention attendance. 

To the Business Office staff falls 
the task of correlating convention 
arrangements. It acts as liaison 
between hotel personnel, program 
chairmen, and convention attend- 
ants. It takes care of such matters 
as meeting arrangements for affil- 
iliated groups, alumni societies and 
fraternities, and for such special 
events as the A. T. Still Memorial 
Luncheon, the receptions for ex- 
hibitors and women guests, and 
day-by-day events for junior at- 
tendants. In comperation with the 
Editorial Department, it publishes 
the convention program. 


Social events e There are many 
innovations in social events. The 
traditional Monday night Presi- 
dent’s Ball is giving way to an 
informal luau, also on Monday 
night. The Thursday banquet is 
replaced by a President’s and 
Awards Luncheon Tuesday noon. 
Following last year’s innovation, 
the A. T. Still Memorial Lecture 
will be delivered at a luncheon 
meeting. 

A major function of the Business 
Office staff, this year as always, is 
the arrangement of space for the 
scientific and commercial exhibits, 
to be housed in the Deauville 
Hotel. There will be ninety-four 
commercial exhibits this year, cov- 
ering a wide span of products and 
services. 

“Our physicians are urged to 
pay thoughtful attention to ex- 
hibits,” said Mr. Suberg. “They 


are an integral and informative part 
of every convention program.” 
Exhibitors and their booth num- 
bers are: 
Assotr Lasoratories, 14th St. & 
Sheridan Rd., North Chicago, Ill. 1 
Axog, A. S., Co., 1831 Olive St., St. 
ARMOUR PHARMACEUTICAL Co., 
Prudential Plaza, Suite 3020, 
52 
AstRA PHARMACEUTICAL PRODUCTS, 
Inc., 7 Neponset St., Worcester 6, 
AuTONOMiIc EQUIPMENT Co., 
2603 N.E. 13th St., 


Fort Lauderdale, Fla. .......... 21 
AyERST LABORATORIES, 

22 E. 40th St., 


Baxter Lasoratonies, INc., 

6301 Lincoln Ave., Morton 

Borcuerpt Co., 217 N. Wolcott, 

BorpEN Company, THE, 350 Madi- 

son Ave., New York 17 ........ 41 
Breon, GeorcE A., & Co., 

1450 Broadway, 


Camp, S. H., & Co., 109 W. Wash- 

ington St., Jackson, Mich. ...... 27 
Carnation Co., 5045 Wilshire 

Blvd., Los Angeles 36 .......... 15 


Cuicaco PHarMacaL Co., 5547 
Ravenswood Ave., Chicago 40 .. 24 
Cumopopy SuppLy HEADQUARTERS, 
Inc., 125 W. Hubbard St., Chi- 
Cuioraseptic Company, THE, 400 
Victor Bldg., Washington 1, D.C. 28 


PHARMACEUTICAL PRODUCTS, 
Inc., 556 Morris Ave., Summit, 


PHARMACAL Co., THE, 
330 Oak St., Columbus 16, Ohio 56 


Coreco RESEARCH CORPORATION, 
159 W. 25th St., New York 1... 51 


Crooxes-BARNES LABORATORIES, 
Inc., Fairfield Rd., Wayne, N.J. 34 
Cutrer Lasoratories, Fourth and 


Parker, Berkeley 10, Calif. ..... 16 
DarTELL Lasoratories, 1226 S. 

Flower St., Los Angeles 15 .... 60 
Desrtin Cuemicat Co., 812 Branch 

Ave., Providence 4, R.I. ....... 12 
DraputsEe Mrc. Corp. oF AMERICA, 

350 Fifth Ave., New York 1 .... 100 


DiretENE Company, THE, Hwy. 100 
at W. 23rd St., Minneapolis 16.. 95 


Doxo Corp., 100 Varick 


Eaton Lasoratoriges, 17 Eaton 
Ave., Norwich, N.Y. ......... 86-88 
EIsELLE & Co., 109 Spring St., 
Nashville 7, Tenn. ............ 94 
ExercisE APPLIANCE Co., 
P.O. Box 132, Elgin, Ill. ....... . 35 
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ENcyYCLOPEDIA AMERICANA, 202 
Benjamin Ave., S.E., Grand 
Rapids, Mich 

ENCYCLOPAEDIA BRITANNICA, INC., 

1371 Peachtree St., N.E., Atlanta 

Enpo Lasoratories Inc., 84-40 

101st St., Richmond Hill 18, N.Y. 97 


Fut, Eaton & Co., Decatur, Ill. 3 


Geicy PHARMACEUTICALS, Division 
of Geigy Chemical Corp., P.O. 
Box 430, Yonkers, N.Y......... 83 
Great Books WITH THE SYN- 
tTopicon, 200 E. Joppa Rd., 


Hitt Laporatories Co., 445 Lin- 
coln Hwy., Malvern, Pa. ...... 


Co., Inc., 145 


Hudson St., New York 13 ...... ll 
Jounson & JoHNson, New Bruns- 

KENDALL, C. B., Co., 2039 Madison 

Ave., Indianapolis 6 ........... 73 
Key PHARMACEUTICALS, INc., 300 

N.E. 59th St., Miami 37, Fla. ... 33 


LEALAND LABORATORIES, 

117 Cleveland St., 

Luty, Ext, anp Co., P.O. Box 618, 

Indianapolis 6 
Lrepincotr, J. B., Co., E. Washing- 


ton Sq., Philadelphia .......... 104 
Loma Linpa Foop Co., Arlington, 

MANHATTAN UnirorM Co., 509 S. 

Wabash Ave., Chicago 5 ...... 68 


Marion Lasoratorigs, INc., 4500 
E. 75th Ter., Kansas City 32, Mo. 80 


MassENcrILL, S. E., Co., Tue, Fifth 


45 
McNen. Lasoratories, Inc., 2900 
N. 17th St., Philadelphia 32 .... 65 


Meap Jounson & Company, 2404 
Pennsylvania St., Evansville 21, 


Mepco Propucts Co., 3601 E. 
Admiral Pl., Tulsa, Okla. ....... 66 


Mowest Imports, Physical Medi- 

cine Div., P.O. Box 322, Hinsdale, 

Mriter Surcicat Co., 2449 N. 

Pulaski Rd., Chicago 39 


NATIONAL RecisTerR Co., THE, 
Main and K Sts., Dayton 9, 


23-25 
NETTLEsHIp CoMPANY OF Los 

ANGELES, THE, 1212 Wilshire 

Blvd., Los Angeles 17 .......... 58 
Orcanon Inc., 375 Mt. Pleasant 

Ave., West Orange, N.J. ....... 81 
OrtHO PHARMACEUTICALS Conrp., 


troit Osteopathic Hospital. 


A high point of the Miami Beach convention will be the 
premiere of “American Doctor,” the film story of osteop- 
athy, its founder, development, and present contribution 
to health care. The picture was filmed in California, the 
Kirksville College of Osteopathy and Surgery, and the De- 


Members of the A.O.A. Film Control Committee are Drs. 
Ira C. Rumney, chairman, Galen S. Young, and Wallace M. 
Pearson. Robert A. Klobnak, director of the A.O.A. Division 
of Public and Professional Service, acted as technical ad- 
viser during production of the film. 


OTC, Div. Surgical Appliance In- 
dustries, Inc., Erie Ave. & Penna. 
R.R., Cincinnati 9, Ohio ........ 46 


ParkE, Davis & Co., Jos. Campau 
at the River, Detroit 32......... 37 


Per Mux Co., 1401 Arcade Bldg., 


Prizer Lasoratories, 58 Walton 

Prrman-Moore Co., 1200 Madison 

Ave., Indianapolis 6 .......... 98 
Prior, W. F., Co., Inc., Hagerstown, 

Ratston Purina Co., 835 South 

Eighth St., Checkerboard Sq., 

Reep & Carnraick, 30 Boright Ave., 

Kentiwortn, NJ. 32 
Rirrer Co., INc., P.O. Box 848, 


Rosins, A. H., Co., Inc., 1407 Cum- 
mings Dr., Richmond 20, Va. .. 13 


Rocue Lasoratories, Nutley 10, 


Rorer, H., Inc., 4865 

Stenton Ave., Philadelphia 44 .. 6 
Ross Lasoratories, 625 Cleveland 

Ave., Columbus 15, Ohio ...... 75 
SANBORN Company, 175 Wyman 

St., Waltham 54, Mass. ........ 26 
Sanpoz PHARMACEUTICALS, Rt. 10, 

Saunpers, W. B., Co., W. Washing- 

ton Sq., Philadelphia 5 ........ 18 
ScHerinc Corp., 60 Orange St., 

22 
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UREAPHIL® 


Chemistry e Ureaphil is an anhy- 
drous, lyophilized, sterile powder 
form of urea that is to be reconsti- 
tuted with dextrose or invert sugar 
solutions for intravenous adminis- 
tration. 


Pharmacodynamics e Ureaphil ef- 
fects prompt diuresis in cases where 
large oral doses of urea are con- 
traindicated for any reason. The 
intravenous administration of the 
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drug provides safe and effective 
diuretic medication for patients 
who object to or are unable to 
tolerate oral doses. Clinicians have 
reported that the effects are some- 
times lifesaving in conditions in- 
volving cerebral edema or oliguria 
following burns, surgical proce- 
dures, or trauma. 


Indications e Ureaphil may be 
used in a variety of circumstances 
requiring prompt diuresis, includ- 
ing edema due to cardiac surgery, 
cerebral edema, conditions follow- 
ing prostatectomy and other surgi- 
cal procedures, and oliguria follow- 
ing severe burns. 


Contraindications e In the pres- 
ence of liver or kidney disease 
Ureaphil should be administered 
with considerable caution. When 
administration is prolonged, the 
patient’s electrolyte balance should 
be watched and any depleted es- 
sential ions replaced. 


Dosage schedule e Ureaphil should 
be administered only as slow intra- 


venous infusion, using the drip 
technic at a rate not in excess of 60 
drops per minute. Total daily dos- 
age in the adult should not exceed 
120 grams; in children the total 
dosage should be adjusted in pro- 
portion to body weight, and the 
quantity of fluid adjusted in pro- 
portion to surface area. In general 
the total dosage and concentration 
are governed by severity of the con- 
dition being treated, and may vary 
from 100 mg./kg. to 1,000 mg./kg. 
of body weight. For promotion of 
diuresis after surgery, burns, or 
other trauma, a 4 per cent solution 
of Ureaphil in 5 per cent dextrose 
or invert sugar in water has been 
satisfactory. For a serious rise in 
intracranial pressure, a 30 per cent 
solution may be administered. 


How supplied e Ureaphil, 40 
grams in 20-ml. Abbo-Liter bottle 
(packed in 6's) (List No. 4563). 
Ureaphil Transfer Set (List No. 


4567). 


Manufacturer e Abbott Labora- 
tories, North Chicago, Illinois. 
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RECTALYT® 


Chemistry e Rectalyt combines 
hydrocortisone alcohol, sodium di- 
methylacroyl sulfanilamide (Sulfa- 
uridin), benzocaine, and menthol 
in a new water-miscible polymer 
vehicle, contained in a single-dose 
applicator especially designed for 
proctologic therapy. 


Pharmacodynamics The chief 
effects of Rectalyt are anesthetic, 
anti-inflammatory, emollient, and 
antipruritic. The physical nature of 
Rectalyt causes the active ingredi- 
ents to be adherent to all surfaces, 


and since the vehicle is not oily or 
greasy it remains in contact with 
tissues longer than suppositories. 
The medication is instantaneously 
effective when anorectal swelling 
and pain are problems that can be 
remedied by topical medication. 
The container-applicator, which is 
used once and discarded, cannot 
soil hands or clothing. 


Toxicology e Undesirable side ef- 
fects appear to be completely 
absent. Extensive clinical use of 
Rectalyt has shown consistent bene- 
ficial effects in reducing or prevent- 
ing edema and pain and minimizing 
postoperative scarring. The medi- 


cation is unlikely to mask or hide 
more serious problems. 


Indications e Rectalyt is useful in 
cases of acute inflamed internal 
hemorrhoids, acute and chronic 
proctitis of unknown cause, proc- 
titis due to medications, ulcerative 
colitis, or radiation, inflamed post- 
operative scar tissue, itching and 
burning symptoms in allergy, and 
discomfort from Sjégren’s syn- 
drome. It is also used to control 
pain and discomfort of anorectal 
conditions where surgery is de- 
ferred because of illness, pregnancy, 
cardiovascular disease, or old age. 


Dosage schedule e Each dispos- 
able Rectisert unit contains a 3- 
gram dose of Rectalyt. In the usual 
dosage schedule one Rectalyt dose 
is applied three times a day, pref- 
erably after bowel movement. 


How supplied e The rectal appli- 
cator is soft plastic, with a flexible, 
slim, prelubricated tip and a bulb 
containing the medication. Rectalyt 
is supplied in boxes of 12 units in- 
dividually sealed in plastic enve- 


lopes. 


Manufacturer e Mallon Division, 
Doho Chemical Corporation, 100 
Varick Street, New York 13, New 
York. 
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ULO® 


Chemistry e ULO is chlophedianol 
hydrochloride, a single-molecule, 
non-narcotic antitussive agent in 


syrup form. 


Pharmacodynamics e Investiga- 
tors have reported that the peak 
action of ULO is reached some- 
what more slowly than that of nar- 
cotics, but that the cough-suppres- 
sant power is fully as great. The 
maximal effect is maintained un- 
diminished for periods up to 8 
hours. In addition to its antitussive 
action, the drug exerts a mild bron- 
chodilating effect as well as a mild 
topical anesthetic effect. According 
to clinical studies, it does not inter- 
fere with voluntary cough, and 
therefore does not prevent raising 
of accumulated secretions. 


Toxicology e Side effects have 
been reported to occur only oc- 
casionally and in mild form. Nausea 
and dizziness have occurred infre- 
quently, and vomiting and drowsi- 
ness very rarely. 


Indications e ULO is indicated for 
suppression of cough due to upper 
respiratory infection, common cold, 
influenza, pneumonia, bronchitis, 
tracheitis, laryngitis, croup, per- 
tussis, and pleurisy. 


Dosage schedule e The usual dose 
of ULO is 1 teaspoonful, 25 mg., 
as necessary to control coughing. 
One bedtime dose will usually carry 
a patient through a night of un- 
interrupted sleep. 


How supplied ¢ In bottles of 12 
fluid ounces. 


Manufacturer e Riker Labora- 
tories, Northridge, California. 
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ESIDRIX-K*™ 


Chemistry e Esidrix-K combines 
Esidrix (hydrochlorothiazide) with 
potassium chloride in tablets coated 
to prevent gastric irritation. 


Pharmacodynamics e As a diu- 
retic, Esidrix apparently acts by 
altering tubular transport of elec- 
trolytes, although the mechanism 
has not been completely defined. 
The drug causes a profound in- 
crease in the excretion of sodium 
and chloride in approximately 
equal proportions and a much 
smaller increase in the excretion of 
potassium and bicarbonate. When 
fluid has been retained, electrolyte 
excretion causes a secondary excre- 
tion of water. As an antihyperten- 
sive agent, Esidrix acts to redistri- 
bute fluid and electrolytes in a 
manner that leads to blood pressure 
reduction; however, some authors 
have suggested that agents of this 
type appear also to possess an anti- 


hypertensive action apart from their 


diuretic potential. The addition of 
potassium, as in Esidrix-K, makes 
Esidrix therapy possible in dis- 
orders where even moderate hy- 
popotassemia may be hazardous. 


Absorption; fate; excretion e Esi- 
drix is uniformly well absorbed 
after oral administration in all 
species of laboratory animals; 
diuretic activity is prompt and 
relatively long-lasting. The drug is 
eliminated by the kidney, and does 
not alter glomerular filtration rate 
or renal plasma flow under normal 
conditions. Urinary excretion is less 
rapid than that of chlorothiazide. 


Toxicology ¢ Esidrix has unusually 
low toxicity. In therapeutic doses 
the drug is generally well tolerated, 
and side effects even from large 
doses have been few. Early symp- 
toms of electrolyte imbalance, 
which may be confirmed by serum 
electrolyte determinations, include 


dryness of the mouth, thirst, weak- 
ness, lethargy, and drowsiness. Fur- 
ther electrolyte depletion may lead 
to hypochloremic alkalosis and hy- 
popotassemia; however, those con- 
ditions have occurred infrequently 
with Esidrix. In patients with cir- 
rhosis and ascites, chlorothiazide 
has been observed to produce 
symptoms of impending hepatic 
coma consisting of confusion, 
drowsiness, and tremor. Laboratory 
tests revealed increased arterial 
ammonia concentration and in- 
creased sodium and potassium ex- 
cretion. This problem might also 
occur with Esidrix-K. Reactions 
due to drug idiosyncrasy have been 
noted in rare cases; hyperuricemia 
may occur but is readily reversed 
by simultaneous administration of 
a uricosuric agent. Esidrix and 
other thiazide derivatives may de- 
crease glucose tolerance and should 
be used with caution in diabetic 
patients. Since Esidrix-K may not 
provide all the potassium required 


by some patients, a diet rich in 
this element will help obviate 
depletion. More than ordinary at- 
tention should be given to the 
electrolyte balance of patients with 
severe renal or hepatic insuf- 
ficiency. 


Indications e Esidrix-K is indicated 
in circumstances predisposing to 
excessive loss of potassium, such as 
intensive and prolonged treatment, 
restricted sodium chloride intake, 
corticosteroid therapy, and pre- 
existing renal or liver disease. 
Furthermore, potassium  supple- 
mentation is indicated in disorders 
requiring Esidrix where hypopotas- 
semia is a serious threat, as in 
hepatic cirrhosis and in cases of 
cardiac arrhythmia resulting from 
digitalis therapy, coronary artery 
disease, or both. Esidrix-K is rec- 
ommended for the prevention of 
hypochloremic alkalosis in patients 
who suffer coincidentally from pul- 
monary insufficiency. 
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Contraindications e Oliguria and 
complete renal shutdown are con- 
traindications to the use of Esidrix- 
K. 


Dosage schedule To initiate 
diuresis, the dose is 2 to 4 tablets 
twice daily for several days; main- 
tenance dose, 1 to 4 tablets daily or 
intermittently according to the pa- 
tient’s response. In hypertension, 
the initial average dose is 3 tablets 
daily; after a week, dosage may be 
adjusted upward to as much as 2 
tablets b.id. or downward to as 
little as will maintain the desired 
effect. Other antihypertensive 
agents, when necessary, should be 
added cautiously, since Esidrix-K 
potentiates the effect of such 
agents; dosages of ganglion-block- 
ing agents should be halved. 


Manufacturer e Ciba Pharmaceu- 
tical Products, Inc., Summit, New 
Jersey. 
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HYPAQUE® 


Chemistry e¢ Hypaque sodium is 
a brand of diatrizoate sodium. 
Chemically it is sodium 3,5-diace- 
tamido-2,4,6-triiodobenzoate 
HsIsN2NaOs) and contains 59.87 per 
cent iodine. For roentgen visualiza- 
tion of the gastrointestinal tract, 
Oral Hypaque sodium is available 
as a powder and a liquid. The 
powder contains caramel as a color- 
ing agent and 0.1 per cent poly- 
sorbate 80 to enhance dispersion. 
The liquid is a colorless, thin syrup 
containing 0.1 per cent polysorbate 
80. Hypaque-M, 75 per cent, is a 
radiopaque medium for intrave- 
nous use in angiocardiography and 
selected cases of peripheral angi- 
ography. 


Pharmacodynamics e When ad- 
ministered orally or given as an 
enema, Hypaque sodium produces 
excellent opacification and deline- 
ation of the gastrointestinal tract. 
Since it is soluble in water it does 
not act as a foreign body when 
introduced into a body cavity; it is 
miscible with blood and with in- 
testinal contents. Its low viscosity 
permits finer delineation of mucosal 
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RYPAQUE 


190 Gen 


POWDER 


patterns and free passage through 
obstructive sites. It has an osmotic 
effect, preventing hydremia or co- 
lonic inspissation; it is relatively 
nonabsorbable from the intestinal 
tract. In intravenous administration, 
Hypaque-M, 75 per cent, is freely 
miscible with blood, virtually inert 
pharmacologically, nonirritating, 
and rapidly eliminated by the hu- 
man organism. 


Toxicology e« Hypaque sodium is 
relatively nontoxic. In rare cases 
the patient may experience nausea 


when receiving the drug by mouth. 


Indications e In general, oral Hy- 
paque sodium solutions are indi- 
cated as radiopaque mediums for 
roentgen examination of the gastro- 
intestinal tract when a more viscous 
agent such as barium sulfate, which 
is not water soluble, is unsuitable 
or potentially harmful. Hypaque- 
M, 75 per cent, is indicated for 
roentgenographic visualization of 
the cardiac chambers and thoracic 
great blood vessels, in patients with 
congenital and acquired cardiac 
defects, and neoplastic and infec- 
tious diseases of the chest. 


Dosage schedule e Adults: Orally, 


from 90 to 180 cc. of a 25 to 40 per 
cent solution; as an enema, from 
500 to 1,000 cc. of a 15 to 25 per 
cent solution. Infants and children: 
Orally, from 30 to 75 cc. of a 20 to 
40 per cent solution; as an enema, 
from 100 to 500 cc. of a 10 to 15 
per cent solution depending on age 
and size of patient. Warning: 
Neither Hypaque sodium powder 
nor Hypaque sodium liquid is to be 
used for the preparation of solu- 
tions for parenteral injection. 


How supplied e Oral Hypaque 
sodium: powder in cans of 250 
grams with measuring spoon; liquid 
in bottles of 120 cc. (containing 50 
grams Hypaque sodium). Hypaque- 
M, 75 per cent: vials of 20 and 50 
ce. with dual purpose caps, to per- 
mit withdrawal by needle as well 
as by pouring. 


Manufacturer e Winthrop Labora- 
tories, 1450 Broadway, New York 
18, New York. 


References e Allen, W. E., Jr., 
Missouri Med. 55:1308, 1958. Allen, 
W. E., Jr., Cottles, W., Jr., and 
Utley, J., J. Nat. M. A. 51:435, Nov. 
1959. Shehadi, W. H., Am. J. Roent- 
genol., to be published. 
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PORTABLE RECORDING 
EQUIPMENT 


Description e Two portable one- 


channel recording systems and a 
portable two-channel oscillographic 
recorder are now available from the 
Sanborn Company. Model 299, for 
general-purpose DC recording, and 
Model 301 Carrier type are two- 
speed recorders operating at 2.5 or 
25 mm/second chart speeds, pro- 
viding immediately visible inkless 
traces on one-channel 40-division 
rectangular charts, with about 4 
inches always visible. They are de- 
signed to serve as a supplement to 
multi-channel systems where porta- 
bility and economy are desired. 
Model 320 direct-writing recorder, 
which produces immediately visible 
traces on full 50-mm. wide chan- 
nels, is housed in a portable case 
less than 1 cubic foot in size. 

Model 299 can be used alone for 
recording the output of such indi- 
cating instruments as gas analyzers 
and densitometers for dye dilution 
curves. This portable system com- 
bines the dependability of transis- 
tors with the high input impedance 
of vacuum tubes for reliable broad- 
band DC recording. Maximum sen- 
sitivity of the instrument alone is 
10 millivolts per division; . with 
special preamplifiers Model 299 can 
be used to record extremely low- 
level signals. 

The Model 301 Carrier type, with 
a basic sensitivity of 10 uv rms per 
division, may be used for recording 
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physiologic pressures and tempera- 
tures. The power supply, internal 
oscillator circuits, and amplifier 
section with phase sensitive de- 
modulator are all transistorized. 
This instrument and Model 299 
weigh about 21 pounds each and 
are brief-case sized. 

The new Model 320 Recorder 
has two current-feedback ampli- 
fiers, each with floating and 
guarded inputs, and a two-channel 
recorder assembly with low im- 
pedance, enclosed galvanometers. 
The circuits are completely transis- 
torized, with most of the compo- 
nents for each channel mounted on 
an easily serviced card. The remain- 
ing components are also easily ac- 
cessible. Its compactness and broad 
capabilities make this instrument 
ideal for use as a recording or 
monitoring unit supplementing 
photographic systems, as a record- 
ing unit with oscilloscopes, and 
simply as a laboratory-type direct- 
writing recorder, either alone or 
with external preamplifiers. Model 
320 also has provision for connect- 
ing an external monitoring ‘scope 
to either channel. The system 
weighs about 55 pounds. 


How supplied e Complete infor- 
mation on these three new instru- 
ments is available from the Inquiry 
Director of the manufacturing 


company. 


Manufacturer e Sanborn Company 
(Medical Division), 175 Wyman 
Street, Waltham 54, Massachusetts. 


Model 299 Portable 


Model 320 Portable 
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Symposium on visual aids of interest to 
physicians who are not ophthalmologists 


> Three articles published in the Proceedings of 
the Staff Meetings of The Mayo Clinic, April 27, 
1960, summarize briefly the history of eyeglass- 
wearing: The Invention of Eyeglasses, by C. Wil- 
bur Rucker, M.D., The Use of Spectacles, by Theo- 
dore G. Martens, M.D., and The Use and Abuse of 
Contact Lenses, by John A. Dyer, M.D. 

Arabian opticians and mathematicians were well 
acquainted with planoconvex and biconvex lenses 
by about 1000 A.D., and during the next several 
hundred years such lenses were in wide use by 
people with weak eyes, for magnifying written 
matter. The person who first thought of mounting 
such lenses before his eyes discovered the basic 
idea of eyeglasses, and although this inventor can- 
not be identified with certainty, it is likely that 
glasses were first made in northern Italy shortly 
before the year 1300. For a time, the possession of 
a pair of glasses signified learning, high social posi- 
tion, and wealth, but with the invention of printing 
and the resulting dissemination of knowledge, 
the demand for spectacles grew rapidly. It was 
several hundred years, however, before frames 
were designed that obtained support not only from 
the nose but also from the side of the head. Another 
practical problem was solved by Benjamin Frank- 
lin, who devised bifocal lenses during the year 
1784. 

It is interesting to note that refractive errors of 
the eye received comparatively little attention until 
the middle of the nineteenth century. It was not 
until 1862 that the distinction between hyperopia 
and presbyopia was brought to the attention of 
ophthalmologists. By that time the belief was wide- 
spread that the wearing of spectacles was harmful 
to the eyes, and this notion was difficult to break 
down. But eventually the common refractive er- 
rors became recognized and their correction is now 
routine. In addition to the conventional bifocal and 


trifocal lenses, special types of lenses are available 
for engravers, jewelers, and visually handicapped 
persons, and lightweight plastic lenses have made 
possible the very strong corrections needed after 
cataract operations. Telescopic and microscopic 
lenses are sometimes used, and various types of 
colored lenses are made for industrial workers and 
for outdoor enthusiasts. 

At present there is wide interest in the whole 
subject of contact lenses, a subject with a longer 
history than most people realize. The first contact 
lens for a patient was made in Zurich in the late 
1890's, and the first trial set of contact lenses was 
made about 1930, by Zeiss. Practical application of 
the principle, however, had to await the develop- 
ment of the small corneal lens, which was accom- 
plished in 1948, and only in the past 2 or 3 years 
has a really comfortable and almost perfect lens 
been designed. Although two types of contact lens 
are available, the larger type, covering a portion 
of the sclera as well as the cornea, is seldom used 
now, since the corneal type has many advantages. 
Corneal lenses are small, light in weight, and al- 
most unbreakable because they are made of acrylic 
plastic. The only major disadvantage is that they 
can easily be lost, but this danger becomes negli- 
gible as the wearer becomes more accustomed to 
their use. The use of corneal lenses is contraindi- 
cated only by acute disease of the eyes and by 
certain chronic diseases, especially where there is 
scarring or recurrent erosion of the cornea. Pa- 
tients with myopia, hyperopia, and astigmatism can 
wear these lenses successfully, and patients who 
have had cataract extractions are especially bene- 
fited. Tinted contact lenses enhance vision in cases 
of aniridia and albinism. Bifocal contact lenses are 
now being developed. In general, the successful 
use of contact lenses depends on the patient’s mo- 
tivation and individual sensitivity. No serious con- 
sequences from wearing these lenses on healthy 
eyes have as yet been reported. 


Recurrent myocardial infarction after 
cessation of anticoagulant therapy 


> More prolonged anticoagulant therapy after clin- 
ical recovery from a first attack of acute myocardial 
infarction is recommended by Louis R. Dinon, 
M.D., and Joseph B. Vander Veer, M.D., in the 
American Heart Journal, July 1960. The authors 
suggest that in the average case, treatment be 
maintained for 6 to 8 weeks after the patient is 
out of bed, the dosage then being reduced very 


gradually over a period of at least 4 weeks. The 
reduction in dosage should be guided by weekly 
determinations of prothrombin time, since response 
to anticoagulant withdrawal is variable. 

In the authors’ experience, the relatively frequent 
recurrence of acute myocardial infarction following 
abrupt cessation of treatment is more than coin- 
cidence. They have noted that recurrence is less 
frequent when the drug is gradually reduced. In 
this article they report 20 cases in which infarction 
recurred within 4 weeks after the last dose of the 
drug, when the withdrawal had been abrupt or 
relatively rapid. There were 7 deaths in this series 
during the recurrent attack. It appears that there 
is a causal relationship between the rapid with- 
drawal of anticoagulants and the recurrence of 
acute myocardial infarction. Although the exact 
mechanism has not been established, it may involve 
“rebound” hypercoagulability of the blood, as well 
as the possible effects of anticoagulants and their 
discontinuation on a disordered coronary blood 
flow. Controlled clinical studies meeting statistical 
criteria are needed to clarify this problem. 


Endometrial biopsies in the office 


> A report of 400 cases involving endometrial bi- 
opsy forms the basis of an article by E. Seymour 
Burge, M.D., and Buel Morley, M.D., in the Ameri- 
can Journal of Obstetrics and Gynecology, August 
1960. Although the Papanicolaou test has greatly 
aided the early diagnosis of cervical cancer, cyto- 
logic examination of the vaginal pool has been found 
inadequate for the detection of carcinoma in the 
uterine fundus. An office procedure that can quick- 
ly clarify problems including endometrial cancer 
would seem to have merit beyond the prejudice of 
precedent and custom. In the authors’ practice, the 
incidence of office endometrial biopsies has grad- 
ually increased until at present the majority of 
problems of unusual uterine bleeding are first in- 
vestigated in the office. 

For the office procedure, three types of 4-mm. 
cannula curettes are available, having different arcs 
of curve to facilitate adequate sampling from uteri 
with varying degrees of flexion. A local anesthetic 
injected at the level of the internal os blocks all or 
most of the pain. In obtaining samples, the authors 
circle the endometrium completely, rather than 
taking a specimen from each quadrant. In the 400 
cases reviewed, 98.6 per cent of the specimens were 
adequate for histologic preparation and study. Nine 
cases of carcinoma were diagnosed from such speci- 
mens; 2 others which showed marked hyperplasia 
were diagnosed as cancer in the hospital after surgi- 
cal dilatation and curettage. The authors cite the 
following advantages for the office procedure: It 
obviates delay on the part of either the physician or 
the patient; a great deal of time is saved; the cost 
is only 10 to 15 per cent of the hospital expense for 
a similar procedure; hospital beds and operating 
rooms are released for more urgent operations; and 
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there is probably less risk of disseminating cancer 
cells with a cannula curette than with a cervical 
dilator. Contraindications to the office procedure 
are as follows: Endometrial polyps as the source of 
bleeding are frequently missed; patients who fear 
distress and pain in the procedure will be better off 
in the hospital; instrumentation of the uterus during 
pregnancy or in the presence of infection should be 
done in the hospital; heavy bleeding can usually 
best be terminated with hospital curettage..Even 
though cannula biopsy has been known to induce 
the resumption of normal cyclic bleeding, the pro- 
cedure is in general considered diagnostic only. 

In discussing the above paper, Dr. F. J. Hof- 
meister added material from his clinical studies, 
which differed from those of Burge and Morley in 
that they involved routine rather than selective 
sampling. Results were presented covering a 3-year 
period during which routine circumferential sam- 
pling of the endometrium was undertaken as part 
of a complete gynecologic examination. In evaluat- 
ing 4,418 patients, endometrial sampling was car- 
ried out in all cases except those involving preg- 
nancy, absence of the uterine fundus, or presence 
of stenotic obstruction; thus 3,093 samplings were 
made. Malignant changes were found in 20 cases, 
14 of which had yielded negative Papanicolaou 
smears just before the sampling. In the whole series, 
no known perforations or complications occurred; 
antibiotic or chemotherapeutic agents were not 
used, and discomfort was minimal. In this author’s 
experience, the primary result of the office technic 
has been the early and frequently unsuspected di- 
agnosis of cancer, and since a hospital bed is more 
likely to be available for the patient with a definite 
diagnosis, prompt treatment has been expedited. 

Dr. R. R. Greene, who interpreted over a hundred 
endometrial biopsy specimens for Dr. Burge, sug- 
gested that in some instances the cannula sample 
may be even more adequate than that obtained 
from hospital curettage. Also, the practice of 
making sections of the specimen at three different 
levels, rather than one as is often done in hospital 
laboratories, makes it more likely that a small carci- 
noma will not be missed in the diagnosis. 


The significance of abnormalities 
of the cervical spine 


> Problems of interpreting and evaluating abnormal 
conditions in the cervical spine formed the subject 
of the 1959 Caldwell Lecture by Donald L. McRae, 
M.D., which has been published in The American 
Journal of Roentgenology, Radium Therapy, and 
Nuclear Medicine, July 1960. Mere diagnosis of 
such conditions may not be helpful, since they are 
found about as often in patients without symptoms 
as in patients who do show evidence of pathologic 
changes. The conditions frequently observed include 
congenital anomalies of the cervical spine, cervical 
disk disease, osteoarthritis of cervical apophyseal 
joints, and smallness of the cervical spinal canal. 
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Although the observation of certain pathologic fac- 
tors may be helpful, the best approach to the assess- 
ment of any one patient is the careful correlation 
of neurologic and roentgenologic findings. Unfor- 
tunately, neurologic localization in the upper cervi- 
cal cord is not precise; also, spinal cord lesions 
may not be confined to one segment of. the cord. 
Therefore, roentgenologic criteria must be identi- 
fied that will help in deciding whether the patho- 
logic changes revealed on the roentgenograms are 
actually significant. 

Bony abnormalities about the foramen magnum 
frequently produce neurologic signs and symptoms 
which point to various levels in the central nervous 
system. Physicians’ diagnoses in such cases vary 
widely, and often implicate neurologic diseases tor 
which there is no curative treatment. The bony 
abnormalities themselves, however, are amenable 
to surgical treatment which usually either arrests 
the progress of neurologic manifestations or leads 
to considerable improvement. The author discusses 
details, with roentgen illustrations, of procedures for 
identifying chronic atlantoaxial dislocation, separate 
odontoid process of the axis, occipitalization of the 
atlas, basilar invagination, and other bony anomalies 
at the craniovertebral junction, as well as the Klip- 
pel-Feil syndrome, neurenteric canal lesions, and 
cervical disk disease or osteoarthrosis or spondy- 
losis. Conditions are pointed out in which neurologic 
signs are absent; where present, they are defined 
and correlated with roentgen signs. The problem 
of spondylosis is especially complicated, and the 
author emphasizes that ordinary cervical spine 
roentgenograms do not suffice but must be accom- 
panied by cervical myelography using sufficient oil 
to fill the cervical spinal canal. 


A critical evaluation of 
thromboangiitis obliterans 


> The case against Buerger’s disease is set forth 
by Stanford Wessler, M.D., Si-Chun Ming, M.D., 
Victor Gurewich, M.D., and David G. Freiman, 
M.D., in The New England Journal of Medicine, 
June 9, 1960. Evidence is adduced to show that 
the disease originally described by Buerger is in- 
distinguishable from atherosclerosis, systemic em- 
bolization, or peripheral thrombosis, singly or in 
combination. Since thromboangiitis obliterans can- 
not be considered an entity in either the clinical 
or pathologic sense, the authors recommend that 
the term be discarded. 

The clinical aspects of thromboangiitis obliterans 
as described by Buerger in 1908 were dominated 
by symptoms and signs referable to recurrent pro- 
gressive peripheral insufficiency. The legs were 
more often involved than the arms, and the 
ischemia often terminated in gangrene. The disease 


appeared to be most common in young Jewish men > 


who smoked; superficial and deep phlebitis was 
frequent. Specific arterial and venous lesions were 


338 


described and separated into three stages, and 
Buerger believed that these findings distinguished 
this vascular disease from that found in the ma- 
jority of persons disabled by peripheral arterial 
obstruction. The pathogenesis of thromboangiitis 
obliterans has since never been satisfactorily clari- 
fied, however, and the authors found that during 
the past decade at the Beth Israel Hospital in 
Boston no patients have been seen in whom a diag- 
nosis of Buerger’s disease could be made with cer- 
tainty. Therefore an exhaustive study was under- 
taken of data obtained from six sources: the clinical 
records of all patients with peripheral arterial oc- 
clusive disease admitted to the hospital from 1928 
through 1956; pathologic examination of all ampu- 
tated limbs, superficial-vein biopsies, and autopsy 
material in cases with onset of arterial insufficiency 
before age 45; analysis by age and sex of an un- 
selected series of hearts studied by a special injec- 
tion and dissection technic from 1936 to 1945; 
examination of a series of leg amputations studied 
by a special injection and dissection technic from 
1949 to 1957; studies of a group of unselected 
venous biopsies; and examination of a small special 
group of private outpatients with peripheral vascu- 
lar disease. In addition, experiences with peripheral 
arterial disease reported by others were critically 
evaluated. 

Details of the analysis of the data are presented 
in the article, with tables and photomicrographs 
illustrating various points. Comparisons are made 
with Buerger’s observations in every aspect of the 
study. The results provide no clues whereby throm- 
boangiitis obliterans can be distinguished clinically 
from atherosclerosis, nor do they permit the con- 
clusion that Buerger’s disease can be diagnosed by 
exclusion. The failure to recognize atherosclerosis 
or its sequelae clinically reflects inadequacy of 
diagnostic technic rather than evidence that the 
disease is not present in any particular patient. The 
study showed atherosclerosis to be the commonest 
cause of peripheral arterial insufficiency in young 
men. Any thrombotic lesions noted were either 
fresh and noninflammatory or old and organized; 
in no case was the acute specific arterial lesion 
described by Buerger observed. With regard to 
age and sex as distinguishing features of Buerger’s 
disease, it is necessary to recall that Buerger’s origi- 
nal studies were completed in an era when neither 
the frequency of clinically significant atheroscle- 
rosis nor the ubiquity of thromboembolism was 
fully recognized. With regard to the specific role 
of tobacco smoking, there is evidence that discon- 
tinuance of smoking is beneficial in peripheral 
arterial insufficiency from any cause, although in 
individual patients no clear correlation can be 
predicted between continuation of smoking and 
progression of the disease. The specificity of the 
acute vascular lesion reported by Buerger cannot 
be established or confirmed. 

It is concluded that adequate data were never 
presented to indicate that Buerger’s patients had 


a clinically, pathologically, or etiologically distinct 
morbid process. Although the special form of 
phlebitis described by Buerger has been seen, the 
assumption that a specific arterial disease and spe- 
cific clinical syndrome exist when arterial obstruc- 
tion is found in patients with this type of phlebitis 
goes far beyond the: available facts. 


The electroencephalogram in 
neonatal convulsions 


> Electroencephalographic studies in 41 newborn 
infants who developed convulsions in the neonatal 
period are reported by R. Harris, M.B., D.C.H., and 
J. P. M. Tizard, B.M., F.R.C.P., D.C.H., in The 
Journal of Pediatrics, October 1960. The purpose 
of the investigation was to classify the EEG ab- 
normalities found and relate them to the types ‘of 
convulsion observed and the clinical state and prog- 
ress of the babies. The authors pose four questions 
which “should be clearly stated even if they cannot 
be clearly answered”: (1) What constitutes an 
abnormal EEG in the newborn? (2) Is it invariably 
accompanied by an abnormal clinical state? (3) How 
often are abnormalities found when recordings are 
made between seizures as well as during seizures? 
(4) Is the EEG helpful as a guide to treatment or 
prognosis? 

The results of the study led to the following 
classification of EEG abnormalities seen in infants 
with convulsions but not in normal infants: (1) 
rhythmic slow waves, (2) persistent focal sharp 
waves, (3) spikes, (4) repeated stereotyped sharp 
waves or wave complexes, (5) gross asymmetry, 
and (6) smal amplitude. Sharp waves during epi- 
sodic sleep activity is less likely to represent ab- 
normality, since this pattern is noted with normal 
full-term babies as well. Fast activity also is seen 
frequently in the record of immature babies and 
sometimes in healthy babies at term. The six ab- 
normalities listed, however, were not seen in more 
than 150 records of normal full-term and premature 
infants in the first 10 days of life. In the series of 
41 cases the abnormal EEG record was invariably 
accompanied by abnormal clinical states, a neces- 
sary relationship since assessment of abnormality 
depends mostly on the clinical associations. How- 
ever, the reverse proposition does not hold—inter- 
seizure records in babies with convulsions may be 
normal, and a clinical state suggesting cerebral dis- 
order but without seizures has not always been 
accompanied by abnormal EEG findings. These and 
other observations clearly limit the usefulness of 
the EEG in determining whether episodic disturb- 
ances or abnormal movements in the newborn in- 
fant really are convulsive. The EEG may prove to 
be of diagnostic importance in the detection of 
persistent focal abnormalities, and may have some 
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bearing on ultimate prognosis in terms of motor 
and mental defect. Treatment of neonatal convul- 
sions must consist either of relieving the underlying 
conditions such as anoxia, hypoglycemia, hypocal- 
cemia, and intracranial hemorrhage, or of sympto- 
matic drug treatment. The authors conclude that 
although the practical value of the EEG in newborn 
infants seems slight, its theoretic implications hold 
great interest, and the procedure should be routine 
in the investigation of convulsions in these infants. 


Myxedema ascites: Report of two cases 


> Myxedema ascites, though rare, is easily and 
totally reversible with appropriate thyroid therapy, 
according to a report by Herbert J. Levine, M.D., 
and Samuel A. Levine, M.D., in the American Heart 
Journal, September 1960. Heart disease due to hy- 
perfunction of the thyroid gland has received con- 
siderable attention in recent years, but the condi- 
tion resulting from hypofunction, termed myxedema 
heart, is much more rare and therefore often over- 
looked. In cases of untreated myxedema exhibiting 
cardiomegaly, it may be that hydropericardium is 
an invariable finding. In this article the authors call 
attention to the occurrence of ascites, with or with- 
out cardiomegaly, as an occasional accompaniment 
or result of myxedema. The physician is not likely 
to think of myxedema when confronted with the 
problem of ascites, but usually considers the di- 
seases commonly associated with ascites, which 
generally prove to be serious and incurable. The 
peritoneal effusion in myxedema, however, is totally 
and easily reversible. 

In the 2 cases of myxedema ascites reported, both 
patients had previously had congestive heart fail- 
ure. At the time of appearance of ascites, however, 
they had normal venous pressures and liver func- 
tion tests. The ascitic fluid had a high total protein 
content and the cardiac silhouettes suggested peri- 
cardial effusion. Both patients exhibited definite 
hypothyroidism. No cardiac or abdominal cause of 
ascites could be found. In one‘case there was dra- 
matic improvement in the patient's general condi- 
tion on thyroid medication, with complete disap- 
pearance of the ascites. In the second case there 
was a decrease in the accumulation of peritoneal 
fluid after treatment was instituted, but the patient 
died before optimal therapy had been attained. 
Myxedema ascites does not appear to be related to 
hemodynamic consequences of pericardial effusion 
or elevation of venous pressure, and it is not known 
why one person with myxedema will develop as- 
cites while others do not. Of possible significance is 
the fact that the 2 patients discussed had had right- 
sided failure previously; possibly remote stress im- 
posed on the liver made it more susceptible to the 
biochemical changes of subsequent hypothyroidism. 
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® Books for review which were received durng the period 
from October 5 to November 5 are listed on pages A-150 
and A-151. Reviews of these books will be published as 
space permits. 


> BACK PAIN. Diagnosis and Treatment Using Manipu- 
lative Techniques. By John McM. Mennell, M.D., Special 
Lecturer, Department of Physical Medicine, Medical School, 
College of Medical Evangelists, Los Angeles, California; 
Courtesy Staff (Orthopaedics), Retreat for the Sick Hos- 
pital, Richmond, Virginia; Formerly Medical Director and 
Consultant in Physical Medicine, Woodrow Wilson Rehabili- 
tation Center, Fishersville, Virginia; and Assistant Professor 
of Clinical Physical Medicine, Medical College of Virginia. 
Cloth. Pp. 226, with illustrations. Price $9.50. Little, Brown 
and Company, 34 Beacon Street, Boston, 1960. 


This excellent monograph on the diagnosis and 
manipulative treatment of back pain is based on 
Dr. Mennell’s extensive experience in dealing with 
back problems in many types of patients from all 
walks of life. Dr. Mennell deplores the basic lack 
of teaching and understanding of back pain which 
pervades the medical profession. To him, “the 
fascination of dealing with back problems is a 
never ending source of pleasure mingled with 
anxiety and should be most attractive to both the 
undergraduate and postgraduate student. Yet in 
medical schools and resident training programs 
students look askance at anyone who is attracted 
by these problems and with horror when they are 
faced with such problems themselves.” 

Before presenting the subject of manipulation of 
the back, Dr. Mennell thoroughly explores the 
subjects of movement, dysfunction, spinal move- 
ment, history taking, the general examination, et 
cetera. There follows a discussion of each area of 
the spine—the low back, the thoracic spine, and 
the cervical spine—with attention to the methods 
of examination, movements, measurements, diag- 
nostic tests, palpation, neurologic examination, and 
so forth. 

Recognizing that manipulation is truly an art, 
Dr. Mennell believes that manipulative technics 
can only be taught with certainty by practical 
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demonstration, and this is a formidable under- 
taking for any practitioner. He believes that the 
use of manipulative therapy is twofold: (1) to 
relieve pain arising from joint dysfunction, and (2) 
to restore the range of movement to a joint whose 
function is impaired. Of course, osteopathic con- 
cepts attribute more widespread physiologic effects 
to manipulation through neural and circulatory 
mechanisms than the two objectives stated by the 
author. 

Before discussing specific manipulative technics, 
the author takes up such topics as the “rules” of 
manipulation, the use of anesthesia, and results of 
manipulation. Numerous specific technics are then 
described and illustrated with excellent photo- 
graphs. 

In the latter chapters, Dr. Mennell discusses the 
role of poor posture as a predisposition to faulty 
use of the spinal joints, and “prophylactic” treat- 
ment against joint dysfunction. One chapter is 
devoted to conditions which may coexist with 
joint dysfunction, such as synovitis, muscle tears, 
fibrositis, spondylolysis, and sacralization, with 
recommended treatment for each condition. Another 
chapter is devoted to the intervertebral disk, 
although the author states that he does not believe 
that manipulative treatment has any part in the 
primary treatment of disk lesions and that in his 
opinion the intervertebral disk does not usually 
play a major role in the production of symptoms 
of pain in the back. The important current problem 
of whiplash injury is discussed in the final chapter. 

Dr. Mennell says that it is his experience that 
“no man, woman, or child ever complains of back 
pain without some pathological cause or physical 
reason.” And, with the form of clinical examination 
which he advocates, the practitioner should be able 
to tell whether there is something wrong with the 
back, even if he does not know what is wrong. As 
he says, “there is no shame in admitting that you 
do not know the cause of some disability; it is 
inexcusable to deny disability because you cannot 
recognize positive physical signs pointing to some- 
thing being wrong.” 

From his extensive experience, Dr. Mennell 
offers sound proved methods of manipulation to 
restore movement of the synovial joints of the 
spine in effectively handling patients with back 
problems. Doctors of osteopathy as well as doctors 
of medicine will find this an important and timely 
book, worthy of an important place in their library. 

Harry M. Waicnat, D.O. 


>» THE HUMAN APOCRINE SWEAT GLAND IN 
HEALTH AND DISEASE. By Harry J. Huxley, M.D., 
D.Sc. (Med.), Professor of Dermatology, Hahnemann Medi- 
cal College, Philadelphia, Pennsylvania; and Walter B. 
Shelley, M.D., Ph.D., Professor of Dermatology, University 
of Pennsylvania School of Medicine, Philadelphia, Penn- 
sylvania. Cloth. Pp. 138 with illustrations. Price $6.50. 
Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


This book is a monograph in the American Lecture 
Series in Dermatology. It is a compact book, 129 
pages in length, and pocket-sized. Its merit is a 
detailed study of the apocrine gland, which is men- 
tioned so often in a manner that implies “of course 
you know all about it, as a physician.” Most physi- 
cians know where the gland is supposed to be, and 
that is about all. 

‘The physiology of the apocrine gland is inter- 
esting, and it is here thoroughly discussed. The 
pharmacology of the eccrine and apocrine glands 
is also presented in detail. It is noted that topical 
medications are not antiperspirants. The aluminum 
and zirconium salts are bacteriostatic; that is, they 
affect the superficial bacteria which break down 
sweat, and it is the end product of bacterial action 
which produces odor. There is much experimental 
detail to show that aluminum salts are deodorants 
rather than antiperspirants. 

The diseases of the apocrine glands—Fox-For- 
dyce disease, hidradenitis suppurativa, and the 
anomaly of bromidrosis—are reviewed, with dis- 
cussions based on the changes in physiology. 

This book is recommended for the students of 
dermatology, and it should also be available in 


hospital and college libraries. 
A. P. Uxsricn, D.O. 


> DIFFERENTIAL DIAGNOSIS OF THE ELECTRO- 
CARDIOGRAM. By Sidney R. Arbeit, M.D., F.A.C.C., 
Associate Professor of Clinical Medicine, Seton Hall Col- 
lege of Medicine; Attending Physician, Jersey City Medical 
Center; Adjunct Attending Physician, Medical Division, 
Montefiore Hospital, New York City; Ira L. Rubin, M.D., 
F.A.C.P., F.A.C.C., Lecturer in Medicine, Columbia Uni- 
versity; Attending Physician, Medical Division, Montefiore 
Hospital, New York City;, Visiting Physician, Bronx Veterans 
Administration Hospital; Visiting Physician in Cardiovascular 
Disease, Morrisania City Hospital; and Harry Gross, M.D., 
F.A.C.P., Assistant Clinical Professor of Medicine, Columbia 
University; Attending Physician, Medical Division, Monte- 
fiore Hospital, New York City; Director of Cardiology, City 
Hospital at Elmhurst, New York City. Cloth. Pp. 212, with 
illustrations. Price $10.50. F. A. Davis Company, 1914 
Cherry Street, Philadelphia 3, 1960. 


This is a book on electrocardiography written by 
excellent clinicians with broad teaching experience. 
It is not a duplication of the existing vast literature 
on the mathematical and electrophysiologic theories 
regarding electrocardiography. Employing the 
technics of classical bedside teaching, the authors 
have successfully fulfilled their reasons for writing 
a book on electrocardiography: “To enable the 
clinician who is not an expert in electrocardiog- 
raphy to establish a diagnosis from an unknown 
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electrocardiogram or to confirm his previously 
made diagnosis.” 

The book is in three major divisions. Part one 
deals with the fundamental principles of electro- 
cardiography expressed in a simple, easy-to-grasp 
manner. It provides the vital rationale for full 
appreciation of the diagnostic electrocardiographic 
patterns. Part two of this book is entitled “Differ- 
ential Diagnosis Based on Abnormalities of the 
ECG.” Here, and in the final part three entitled 
“Clinical Cardiography,” the authors disclose the 
skill of masterful clinical teachers. Every segment, 
interval, wave, and complex of the electrocardio- 
graphic tracing is described, dissected, compared 
with numerous variations, and presented for final 
interpretation. The book abounds with illustrations 
perfectly executed; in my opinion no previously 
published work on electrocardiography has been 
illustrated so well. Finally, the work ends with a 
brilliant, concise ten-page chart of the common 
arrhythmias which could easily have been pub- 
lished separately as a manual or atlas. Each 
arrhythmia is charted in column form, illustrated 
by the typical ECG pattern, and followed by its 
criteria in terms of characteristics of the P wave, 
P-R interval, and QRS complex. 

Doctors Arbeit, Rubin, and Gross are to be 
commended for writing not “just another book on 
electrocardiography,” but a book which provides 
the interested physician with the information nec- 
essary for the proper use of an important diagnostic 
tool. Victor R. Fisuer, D.O. 


>» FUNDAMENTALS OF CLINICAL HEMATOLOGY. 
By Byrd S. Leavell, M.D., Professor of Internai Medicine, 
Physician-in-charge, Hematology Section, School of Medi- 
cine, University of Virginia; Attending Physician, University 
of Virginia Hospital; and Oscar A. Thorup, Jr., M.D., 
Associate Professor of Internal Medicine, School of Medi- 
cine, University of Virginia; Attending Physician, University 
of Virginia Hespital. Cloth. Pp. 503, with illustrations. 
Price $10.00. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1960. 


The hematologic literature is being expanded 
rapidly by new texts, monographs, and journals. 
Most texts in general hematology are somewhat 
encyclopedic in character; the book reviewed here 
is not encyclopedic, but is rather designed for the 
student being introduced to hematology and for 
physicians seeking a review and reorientation in 
the rapidly expanding hematologic literature. 

A rather orthodox format is followed. The 
morphology and general function of blood cells are 
reviewed, followed by chapters related to erythro- 
poiesis, hemoglobin metabolism, anemia, blood 
coagulation, disorders of the white cells, lympho- 
mata as a distinct important group, and finally a 
review of a number of basic laboratory procedures 
utilized in hematology. 

It would seem there is some disproportion in the 
space and extensiveness of discussion related to the 
various anemias. The anemia complicating chronic 
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renal disease is rapidly reviewed, whereas that 
associated with myxedema is expanded. The lengthy 
discussion of sickle-cell anemia may chiefly reflect 
the interest and wide experience of the authors in 
dealing with this problem rather than the im- 
portance of this hemoglobinopathy relative to the 
other anemias. 

The problem of blood coagulation is well pre- 
sented; the graphic illustrations of the clotting 
mechanism are particularly good for students and 
practitioners requiring orientation in this phase 
of hematology. A minor typographic error is noted 
in the key to the table on page 255 (M/A ap- 
parently should be N/A). 

The treatment of leukemia and lymphoma is well 
presented and clinically useful. Our experience 
would indicate the incidence of gastrointestinal 
and oral reactions following 6-Mercaptopurine 
therapy to be more frequent than the authors 
would suggest. 

The references following each chapter are cur- 
rent and sufficiently extensive to allow interested 
readers to pursue certain points in greater detail. 
In many respects this feature represents a major 
contribution made by this book. 

It would seem that the authors have realized 
their intended aim of presenting a satisfactory 
introduction to general hematology, but by itself 
this book would probably be inadequate for the 
practice of clinical hematology or for extensive 
understanding of many hematologic disorders. 

Swney J. Katz, D.O. 


> DELINQUENT BEHAVIOR. Principles and Practices. 
By William C. Kvaraceus and William E. Ulrich. Paper. 
Pp. 350. Price $2.00. National Education Association of 
the United States, 1201 Sixteenth Street, N.W., Washington 
6, 1959. 


The reader familiar with the authors of this book 
will recognize immediately the potential import 
of its contents, and he will have his expectations 
fulfilled. 

The introduction describes the child in our 
culture, his needs, and his relationship to other 
persons and to institutions. Then the specific roles 
of school personnel in helping the “norm violator” 
are delineated, as are early recognition of such 
behavior and ways of handling it. 

The first half of the book concerns the school; 
this is discussed under such topic headings as 
identifying the youngster needing help in the 
classroom, providing help within the classroom 
through curriculum adjustments, and providing 
help through integrated special services and special 
classes. Part two discusses working with the family, 
with law enforcement and court personnel, and 
with community agencies. 

The format of the volume lends itself readily to 
meaningful reading. The basic principle of each 
chapter is stated briefly under boldface chapter 
titles. Practices of specific school systems through- 


342 


out the United States are outlined clearly. Charts 
show details of progress reports, procedures of 
referral and the like, which can be used with 
confidence as they have proved satisfactory. Refer- 
ences appear at the end of each chapter, and an 
annotated bibliography of books and pamphlets is 
printed at the end of the book. There is also a list 
of motion pictures on juvenile delinquency. “Guide- 
lines,” a special section which appears in each 
chapter, is a unique explanatory innovation which 
takes the reader step by step through the procedure 
described. A page index of State references accom- 
panies the book. 

This is a useful reference for all persons working 
with or interested in the youth of our country. 
Here are set down not theoretic concepts about 
the child in trouble, but specific aids in identifying 
his problems and getting help to him. 

FLepA M. BricHaM, A.M., D.O. 


>» METABOLIC CARE OF THE SURGICAL PATIENT. 
By Francis D. Moore, M.D., Moseley Professor of Surgery, 
Harvard Medical School; Surgeon-in-Chief, Peter Bent 
Brigham Hospital. Cloth. Pp. 1011, with illustrations. Price 
$20.00. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1959. 


An important new book on “perisurgical care” has 
been published, the most complete we have seen. 
Many publications are available on scattered as- 
pects of the subject, but this book considers the 
patient as a whole—a familiar phrase to the 
osteopathic physician. 

The first section describes the normal patient, 
his convalescence, and the metabolism of recovery. 
There is a brief review of normal body composition, 
physiology, metabolism, and endocrinology as a 
basis for understanding convalescence and its ab- 
normalities; a description of normal convalescence 
and some of its commonest variants; and a some- 
what detailed review of the literature in the rapidly 
growing field of surgical endocrinology and metab- 
olism. 

The second part deals with the blood volume, 
including hemorrhage, plasma loss, transfusion, 
and hypervolemia. Again there is a review of the 
normal values and major aberrations. There are 
discussions of acute and chronic blood loss, in- 
cluding hypotensive shock, the resulting metabolic 
changes, and treatment, and information on con- 
ditions in which the blood volume is higher than 
normal. 

Body fluid and electrolytes, including water, salt, 
and acid, are the subjects of the third section. Both 
acute and chronic disorders are described. Normal 
biochemistry and physiology are detailed, and the 
most common patterns of water and electrolyte im- 
balance identified and described. 

Part IV deals with loss of body substance, in 
terms of body composition and clinical manage- 
ment of surgical starvation. Chronic nutritional 
disorders seen in surgery and traceable to inade- 
quate intake or absorption of nutrients are de- 


scribed, including those produced by malignancy 
and cachexia; and the nature and dynamics of 
catabolism and anabolism in chronic disease are 
discussed. Also described are the effects of opera- 
tion in the presence of chronic cachexia. 

Visceral disease in surgical patients is the subject 
of Part V, with almost exclusive emphasis on the 
metabolic effects. Greatest detail is given the dis- 
eases of the gastrointestinal tract and the peri- 
toneum, but parenchymatous diseases of liver, kid- 
neys, lungs, heart, and endocrine glands are also 
described as they relate to surgical care. 

The last major section deals with fractures, 
wounds, and burns. Emphasis is given to the spe- 
cial metabolic problems encountered in diagnosis 
and treatment of war wounds, of similar injuries 
in civilian life, and of fractures and burns. 

Appendices include surgical diets and parenteral 
supplements, a bibliography of considerable pro- 
portions, a reference list of clinical procedures in- 
cluded in the main text, and a reference list of case 
histories. An extensive index completes the book. 

This is a book of decided opinion, not of foggy 
equivocations, although the author repeatedly cau- 
tions against undue generalization from a single 
example. The publishers have given enough at- 
tention to the mechanical details of book making 
that the doctor will not be repelled from reading 
even after a long hard day; the type is clear, the 
arrangement is logical, and the text is interesting 
It is a book to be used, either in agreement or 
argument—and it is substantial enough to with- 


stand both kinds of blows. 


» X-RAY TECHNOLOGY. By Charles A. Jacobi, B.Sc., 
R.T. (A.R.X.T.), M.T. (A.S.C.P.), Chairman, Medical 
X-Ray Technology, Oregon Technical Institute, Oretech 
Branch, Klamath Falls, Oregon; Chairman, Education Com- 
mittee, Oregon Society of X-Ray Technicians; Chairman, 
Education Committee, Northwest Conference of X-Ray 
Technicians; formerly Chief X-Ray and Medical Technolo- 
gist, Medical Services Division, Atomic Energy Commission, 
National Reactor Testing Station, Idaho Falls, Idaho; and 
Donald E. Hagen, R.T. (A.R.X.T.), Technical Supervisor 
for C. Todd Jessel, M. D., and George R. Satterwhite, M.D., 
Radiologists, Portland, Oregon; formerly Instructor, Medical 
X-Ray Technology, Oregon Technical Institute, Oretech 
Branch, Klamath Falls, Oregon. Ed.2. Cloth. Pp. 453, with 
illustrations. Price $10.00. The C.V. Mosby Company, 3207 
Washington Boulevard, St. Louis, 1960. 


This book has been designed as a teaching tool. It 
prepares the technician to do more than to read a 
chart and adjust dials on a machine; he must un- 
derstand the general working principles of the 
machine he operates and all the materials relevant 
to his field. A diversity of knowledge is essential 
for operating x-ray equipment and obtaining the 
exact roentgenograms specified by the doctors. An 
attempt has been made to include all of this. 

This second edition has been greatly improved 
and revised. While it is a book to be used for basic 
instruction, it may be used by the technician of 
limited experience and those who work “on their 
own” in smaller hospitals and clinics. 
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>» ENGLISH FOR THE FOREIGN PHYSICIAN. By 
José Murilo Martins, M.D., Assistant Professor of Internal 
Medicine, University of Cearé, Brazil; former Resident 
of Internal Medicine, Kansas University Medical Center, 
Kansas City, Kansas. Cloth. Pp. 121, with illustrations. 
Price $5.75. Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


This is a training course in hospitalese, designed 
to present “English as she is spoke,” however bad. ~ 
Although a grammarian (or even a person with 
some literary taste) will shudder to see in print 
what he has barely steeled himself to hear, there 
is no question that the book is a realistic answer 
to a common situation. The foreign physician is 
never going to learn from a medical text how to 
respond to such statements as these: 


Jack, I have a bleeding ulcer on the floor. ... Bring me 1/6 
of MS, I want to give it to him LV. Call the EKG tech- 
nician: I want an EKG stat!...Give me black silk three 
“0” and I'll put in a couple of stitches. I want procaine 
2%. My gloves are size 7%. When I finish give the boy a 
shot of penicillin and TAT.... Take out every other stitch 
from Mr. Bayer. Change the dressing and take the Levine 
tube out of Mr. Huffner. Catheterize today’s herniorrhaphy 
and start the IV’s. : 


The application of the book is obvious from the 
examples. Various other important matters are also 
covered, such as how to ask the charge nurse for 
a date. There are exercises for practice in use of 
English, keys for translating jargon and abbrevia- 
tions (probably also diabolically useful for Amer- 
ican medical students), typical conversations, and 
simplified drawings showing common-usage names 
for various anatomic parts. : 

Although it seems foolhardy to recommend 
perpetuating hospitalese by making available a 
textbook on how to say things worse and worse, 
the foreign physician will evidently continue to 
meet it, and this book will make the meeting 


easier all around. 


» COSMETIC SURGERY. Principles and Practice. By 
Samuel Fomon, M.D., Director of Plastic Surgery, Man- 
hattan General Hospital, New York, N.Y.; Consultant in 
Plastic Surgery, St. Joseph’s Hospital, New York; Consultant 
in Plastic and Reconstructive Surgery, Linden General Hos- 
pital, N.Y.; Director of American Academy of Plastic Sur- 
gery for Head and Neck, New York; Honorary President, 
The American Otorhinologic Society for Plastic Surgery. 
Cloth. Pp. 651, with illustrations. Price $27.50. J. B. Lip- 
pincott Company, East Washington Square, Philadelphia 
5, 1960. 


This textbook gathers under one cover a funda- 
mental coordination of the principles and practices 
of surgery related to cosmetic problems. The pro- 
cedures are outlined in a step-by-step manner with 
excellent diagrammatic illustrations to complement 
the text. The pitfalls in some procedures are men- 
tioned—not to discourage use of the procedure, but 
rather because “to be forewarned is to be fore- 
armed.” 

The first section of the text is devoted to general 
principles. The “psychological risk” and preparation 
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are the first considerations, and in no field of medi- 
cine in this more important. Anesthesia of the vari- 
ous types is discussed. The practical consideration 
of incision, closure, sutures, and dressings provides 
valuable information for interns and residents. 
Wounds and the associated problems are discussed 
in a practical and adequate manner. The section 
devoted to grafting would be of chief concern to 
plastic surgeons. 

The second section of the text deals with specific 
regions, such as the nose, ears, eyelids, and other 
areas of the face. To complete the information on 
cosmetic surgery, of particular interest to general 
surgeons, the surgical treatment of breast hyper- 
trophy and abdominal adiposity is discussed. 

This book should be available in all hospital 
libraries. It is of particular interest to those in 
EENT and dermatology practice, to general sur- 


geons and, of course, plastic surgeons. 
A. P. Uxsricn, D.O. 


> EXPERIMENTS AND OBSERVATIONS ON THE 
GASTRIC JUICE AND THE PHYSIOLOGY OF DIGES- 
TION. By William Beaumont, M.D., Surgeon in the United 
States Army. Facsimile of the Original Edition of 1833, 
together with a biographical essay: A Pioneer American 
Physiologist By Sir William Osler. Paper. Pp. 292. Price 
$1.50. Dover Publications, Inc., 180 Varick Street, New 
York 14, 1959. 


This is a facsimile edition of William Beaumont’s 
original classic, including biographic notes by Sir 
William Osler. This study resulted from a shotgun 
wound, it is to be remembered; the wound was at 
first considered to be fatal, but the patient recov- 
ered with a 2% inch opening left in his abdomen. 
Beaumont persuaded the patient to remain with 
him for a period of 10 years, and the experiments 
conducted during these years form the substance 


of this book. His conclusions concerned many | 


phases of the physiology of digestion, including the 
description of the gastric juice and differentiation of 
it from other substances, such as mucus; compara- 
tive study of digestion within and without the body; 
and the refutation of many erroneous beliefs. This 
is another paperback in the Dover series of reissues 
of medical classics. 


>» CLINICAL CHEMISTRY. Principles and Procedures. 
By Joseph S. Annino, Clinical Chemist, Massachusetts 
Memorial Hospitals, Boston, Massachusetts. Ed. 2. Cloth. 
Pp. 348, with illustrations. Price $8.00. Little, Brown and 
Company, 34 Beacon Street, Boston 6, 1960. 


The main audience for this book would be lab- 
oratory technicians, although it could interest a 
wider group than this. It is designed to fill the gap 
between academic presentations and technic man- 
uals, to provide practical explanations for me- 
chanical details of common laboratory procedures. 
The first half deals with principles and funda- 
mental information, while the second half describes 
and explains methods of analysis. 

This is the second edition of the book. Changes 
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include addition of such tests as transaminase, 
iron, and protein-bound iodine, which have come 
into prominence since the first edition appeared, 
and complete revision of certain chapters. The 
author emphasizes that this is not a reference book 
of methods, and that the methods described are 
not necessarily the most accurate and efficient, but 
merely those with which there is wide experience. 
It is rather designed to help the relatively inex- 
perienced chemistry technician to understand, use, 
and control good methods of analysis. 


>» THE PHARMACOLOGY AND CLINICAL USE OF 
DIURETICS. By Carroll A. Handley, Ph.D., Professor of 
Pharmacology, Baylor University College of Medicine, 
Houston, Texas; and John H. Moyer, M.D., Professor of 
Internal Medicine, The Hahnemann Medical College and 
Hospital of Philadelphia, Philadelphia, Pennsylvania. Cloth. 
Pp. 194, with illustrations. Price $6.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, Springfield, Illi- 
nois, 1959. 


This volume centers largely around the data de- 
rived directly from the experience of the authors 
over the past 10 years with a number of diuretic 
compounds. No attempt is made to present a com- 
prehensive review of the literature. Diuretic ther- 
apy no longer centers largely around the mercurial 
compounds; in recent years numerous nonmercurial 
diuretics for oral use have appeared. Even though 
they will probably never entirely replace the mer- 
curials they do appear to have an important place 
in diuretic therapy. 

Considerable space is given to the topic of con- 
gestive heart failure. Other subjects discussed in- 
clude the pharmacology and clinical use of mer- 
curial diuretics, of carbonic anhydrase inhibitors, 
of chlorothiazide, of xanthine and isocytosine di- 
uretics, of triazines, of acid-forming agents, and 
observations on valeramide and steroid diuretics. 


> AMERICAN DRUG INDEX, 1960. By Charles O. 
Wilson, Ph.D., Dean and Professor of Pharmaceutical Chem- 
istry, School of Pharmacy, Oregon State College; and Tony 
Everett Jones, Ph.D., Associate Professor of Pharmaceutical 
Chemistry, School of Pharmacy, University of Colorado; 
Director of Pharmaceutical Research, Carbisulphoil Com- 
pany. Cloth. Pp. 712. Price $5.75. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1960. 


This is a new edition of a familiar index, prepared 
for the identification and correlation of the many 
pharmaceuticals available to medical and allied 
professions. It has been prepared with many users 
in mind: physicians, pharmacists, dentists, nurses, 
sales personnel, students and teachers in fields 
incorporating pharmacy. Data include the generic 
name, chemical name, manufacturer, pharmaceu- 
tical forms, size, dosage, and use, and cross-indexing 
makes possible the identification of drug combina- 
tions when only one major ingredient is known. 
The book has expanded considerably in the past 
few years, and its increased completeness gives it 
increased usefulness. 
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After a history and a physical ruled out organic disease, 
the physician diagnosed the case as recurting states of 
anxiety. To relieve these symptoms for this busy, on-the-go 
housewife, he prescribes Meprospan-400, the vmly 
meprobamate in sustained-velease form. 


Calm and relaxed, the patient is no longer upset by the 
pressures and irritations met in everyday life, nor is she 
likely to be incapacitated by autonomic disturbances, 
drowsiness, ataxia or other untoward reactions. 


Peacefully the enjoys beneficial rest . .. 
Meprospan-400 has relieved the tensions that previously 
prevented sleep or kept her tossing and turning through- 
out the night. 


As directed, the patient takes one Meprospan-400 capsule 


at breakfast. Her symptoms of tension and nervousness 
are soon relieved, and she will not have to remember to 
take another capsule until dinnertime. 


Alert and attentive, the patient participates in a P.T.A. 
meeting, following her second capsule of Meprospan-400 
taken with the evening meal. Meprospan-400 does not 
decrease her mental efficiency or interfere with her normal 
activities or behavior. 


most widely prescribed tranquilizer .. . 
most convenient dosage form... 


ONE CAPSULE LASTS 12 HOURS 


Meprospan-400 


400 mg. MILTOWN® SUSTAINED-RELEASE CAPSULES 


Usual dosage: One capsule at lente day, one with 
evening meal lasts all night. Supplied: Meprospan-400, 

topped sustained-release capsule contains 400 mg. Miltown. ‘Also 
available: Meprospan-200, each yellow-topped sustained-re 

sule contains 200 mg. Miltown. For children: Capsules can be epened 
and the coated granules ‘@ith tents 


Both potencies in bottles of 30. 
Samples and literature available on request. 


Qy WALLACE LABORATORIES / Cranbury, N. J. 


| 
> 


Cumulative Index to The Journal of the 
A.0.A., Volumes 1 through 55, page 5 


Now available 
I, the first 50-year 
and Union List 


A practical and long-needed aid to the osteopathic physician, student, historian, and research worker, 
the Cumulative Index lists original articles and editorials published in The Journal of the American 
Osteopathic Association from September, 1901, to August, 1956. The Union List includes titles and 
authors of the books concerned with osteopathic medicine and boos written by members of the 


osteopathic profession, which are in the libraries of the osteopathic colleges and the A.O.A. 


The price is *5.00. This low price has been made possible by the contribution from The Foundation 


for Research of the New York Academy of Osteopathy toward the cost of production. 


Send your order io the American Osteopathic Association, 212 East Ohio Street, Chicago 11, Mindis 
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dogs are to kiss people 


REDISOL. is so kids have better appetites 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Rediscl Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-cc. vials and 1000 meg. per cc. in 1, 5 and 10-ce. vials). 


Drawings reproduced from "A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Seryices, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


REDISOL IS A TRADEMARK OF MERCK &CO., INC.: 
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a face is something to have on the front of your head , 
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whenever bowel 
evacuation is 
required 


a laxative with 


a bibliography Dulcolax’ 


brand of bisacodyl 


Over comparatively few years, 89 evacuates with virtually no irritation 
scientific reports on the use of Dulcolax or toxicity 
have appeared in the literature.* Sigmoidoscopy has not demonstrated 

evidence of irritation; non-absorption 
This ample documentation clearly militates against possibility of systemic 
establishes that Dulcolax: reaction. Regardless of the 
acts with timed predictability 


tablets and suppositories provide 
unsurpassed certainty of action 
and a remarkable safety record. 


Action overnight with the tablets; 
generally within the hour with 


suppositories. 
*Complete Bibliography on Request 
laxates but does not purge Dulcolax®, brand of bisacodyl, tablets of 5 mg. in boxes of 6 
One, occasionally two, evacuations of on bottles of 100. Suppositories of 10 mg. in boxes of 
an 


soft, formed stools are the usual result. Under license from C. H. Boehringer Sohn, Ingelheim. 
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Radioisotopic studies’ shed _ 
new light on coronary artery disease...§ ... 


Objective finding — in untreated patients: 


In patients with 
coronary artery disease 
who receive no therapy, 
“Myocardial blood flow 
is significantly... 
decreased... .’” 


Myocardial blood flow in normal and 


*Important new studies'? at the University of 
Oklahoma School of Medicine utilized advanced 
radioisotopie techniques to measure myocardial 


blood flow in normal and arteriosclerotic humans. postcoronary patients 5.5 

Range of 

normal myocardial 5 

blood flow 
(=) 

Range of 4 

myocardial a 

: blood flow 
= after infarction 
i 


The method consists of placing this specially 


designed scintillation detector on the chest wall Normal myocardial blood flow ranges between 4.7 and 
where it can monitor the passage of radioactive 5.5% of total cardiae output. In patients with previous 
material through the heart and through the myo- infarction, myocardial blood flow is significantly de- 
cardial circulation. The new technique appears creased to a range of 3.1 to 3.7%. 


to be “. . . simple, repeatable, rapid, and non- 
traumatic. ...”* 


The results objectively confirm earlier cbserva- 
tions*‘ that the significant increases in myocar- 
dial blood flow produced with PETN (Peritrate) 
in arteriosclerotic patients lasts as long as five 
hours after administration. 
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reaffirm that Peritrate 
increases myocardial blood flow 


Objective finding — in Peritrate-treated patients: 

Peritrate “...produces a prolonged increase in 
myocardial blood flow beginning within one 
hour after ingestion and lasting up to five 
hours, without producing changes in cardiac 
output, in patients with arteriosclerotic heart 
disease with previous infarction.’ 


Peritrate safely increases and sustains myocardial 
blood flow in postcoronary patients. as 


PERCENT OF CARDIAC OUTPUT 


5 HR. 


1 HR. 2 HR. 3 HR. 4 HR. 
Within one hour after administration of Peritrate 20 mg., myocardial blood flow 
returns to near normal range without significant change in cardiac output, blood 
pressure or pulse rate. 


References: 1. Johnson, P. C., and-Sevelius, G.: Measurement of myocardial blood flow, 
J.A.M.A, 173:1231 (July 16) 1960. 2. Sevelius, G., and Johnson, P. C.: J. Lab. & Clin. 
Med. 54:669 (Nov.) 1959. 3. Russek, ‘H. I., et al.: Circulation 12:169 (Aug.) 1955. 
4. Essex, H. E., et al.: Am. Heart J. 19:554, 1940. 


makers of 


basic therapy for coronary artery disease 
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re- li] vaginal trichomoniasis 


COOPERATION — 


the prophylactic with “built-in” sensitivity 


The exquisite sensibility preserved by a 
RAMSES prophylactic encourages rigorous 
cooperation necessary from the husband. 


A tissue-thin, natural gum-rubber sheath 
of amazing strength and solid clinical 
reliability, RAMSES is silken smooth, 
delicately transparent—almost out of human 
awareness. Without imposition, or 
deprivation, for the sake of cure, the routine 
use of RAMSES with ‘“‘built-in’’ sensitivity 
is readily adopted, even by the husband who 
fears loss of sensation. 


423 West 55th Street, New York 19, N.Y. 


| ot prevention ou 
physicians recommend the use of 
prophylactic during coitus,*-* for a perio 
(Aug.) 1959. “ie New fork J. Med. 57:2237 
1) 1957. 3. Draper, J. W.: Interna Rec. Med. 
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a reservoir of dependable performance 


BRAND OF OXYTETRACYCLINE 


Terram 


today’s oral form of Terramycin 
Cosa-Terramycin: 


OXYTETRACYCLINE WITH GLUCOSAMINE 


assuring dependable, 
broad antibiotic 
usefulness with 


excellent 
toleration 


Science 
Sor the world’s 
well-being™ 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF | 


~ 


Cosa-Terramycin provides oxytetracycline (Terramycin®) with 
glucosamine for enhanced absorption. The dependability of 
Cosa-Terramycin derives from the broad antimicrobial effec- 
tiveness, excellent toleration, and low order of toxicity of oxy- 
tetracycline. Pharmacologically, it is characterized by high 
tissue penetration, low-serum binding, and rapidly attained high 
urinary concentration. 


INDICATIONS: Because oxytetracycline is effective against both 
gram-positive and gram-negative bacteria, rickettsiae, spiro- 
chetes, large viruses, and certain parasites (amebae, pinworms), 
Cosa-Terramycin is indicated in a great variety of infections 
due to susceptible organisms, e.g., infections of the respiratory, 
gastrointestinal, and genitourinary tracts, surgical and soft-tissue 
infections, ophthalmic and otic infections, and many others. 


ADMINISTRATION AND DOSAGE: Adults: 1 Gm. of oxytetracycline 
daily in four divided doses is usually effective. In severe infec- 
tions, a larger dosage (2-4 Gm. daily) may be indicated. Infants 
and children: 10-20 mg. of oxytetracycline per lb. of body 
weight daily. Certain diseases are treated in courses. 


For intramuscular therapy: Adults: Terramycin Intramuscular 
Solution (200-300 mg. daily) should be adequate for most 
mild and moderately severe infections. In severe infections, 
300-500 mg. daily may be necessary. Infants and children, pro- 
portionately less. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow over- 
growth of nonsusceptible organisms — particularly monilia and 
resistant staphylococci. If this occurs, discontinue medication 
and institute indicated supportive therapy and treatment with 
other appropriate antibiotics. Aluminum hydroxide gel has 
been shown to decrease antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are rare. There 
are no known contraindications to glucosamine. 


SUPPLIED: Cosa-Terramycin Capsules, 250 mg. and 125 mg. 
Terramycin is also available in: Cosa-Terrabon® Oral Suspen- 
sion, a palatable preconstituted aqueous suspension containing 
125 mg. per 5 cc. teaspoonful, bottles of 2 oz. and 1 pint; 
Cosa-Terrabon® Pediatric Drops, a palatable preconstituted 
aqueous suspension containing 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper; and Terramycin 
Intramuscular Solution, conveniently preconstituted, in the new 
10 cc. multi-dose vial, 50 mg. per cc., and in 2 cc. prescored glass 
ampules, containing 100 mg. or 250 mg., packages of 5 and 
100. In addition, a variety of other systemic and local dosage 
forms are available to meet specific therapeutic requirements. 


More detailed professional information available on request. 
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motes expectoration = rarely constipates. . agree: 
ably cherry- “flavored 


cough sedative | antihis th! Richmond Hill 18, New. 


an antibiotic improvement 
| designed to provide 


Pulvules 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Tlosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown?: to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1. Stephens, V. C., ef a/.: J. Am. Pharm. A, (Scient. Ed.), 48:620, 1959. 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E.,-et a/.: Antibiotics Annual, p. 899, 1959-1960. 
4, Kuder, H. V.: Clin. Pharmacol. & Therap., in press. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


A-&4 


| reater therapeutic effectiveness 
| P \ 
-¢ 
| 


Conventions and 
meetings 


Academy of Applied Osteopathy, an- 
nual meeting, Miami Beach, Fla., Jan- 
uary 27. Secretary, Margaret W. Barnes, 
P.O. Bin 1050, Carmel, Calif. 


American College of Osteopathic In- 
ternists, Eastern study conference, War- 
wick Hotel, Philadelphia, March 10-12. 
Secretary, Glennard E. Lahrson, 400 40th 
St., Oakland 9, Calif. 


American College of Osteopathic Ob- 
stetricians and Gynecologists and Amer- 
ican College of Osteopathic Pediatricians, 
annual meeting, Stardust Hotel, Las 
Vegas, Nev., February 6-9. A.C.O.0.G. 
Program Chairman, David B. Percival, 
400 40th St., Oakland 9, Calif. Secretary, 
Arthur A. Speir, Box 66, Merrill, Mich. 
A.C.O.P. Program Chairman, Amold 
Melnick, 7247 Charles St., Philadelphia 
35. Secretary, Martyn E. Richardson, 
9553 Lackland Rd., St. Louis 14. 


American Osteopathic Association, 
Sixty-Fifth Annual Convention, 
Carillon Hotel, Deauville Hotel, 
Miami Beach, Fla., January 23-26. 
Program Chairman, Ward E. Per- 
rin, Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15. 


American Osteopathic College of Proc- 
tology, refresher course, March 20-21; 
annual clinical assembly, March 22-24, 
The Rice Hotel, Houston, Texas. Pro- 
gram Chairman, Horace A. Emery, 2901 
Ave. Q, Lubbock, Texas. Secretary, 
Eugene W. Egle, Lackland Clinic, 2335 
Brown Rd., St. Louis 14. 


Arizona, annual meeting, May 13-15, 
Ramada Inn, Phoenix. Program Chair- 
man, L. A. Nowlin, 1325 W. McDowell 
Rd., Phoenix 32. Executive Director, Mr. 
Stanley N. Schultz, Pima Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


Colorado, annual meeting, Broadmoor 
Hotel, Colorado Springs, April 13-15. 
Program Chairman, H. V. Anderson, 211- 
12 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Ogden 
St., Denver 18. 


Florida, annual meeting, Carillon 
Hotel, Miami Beach, October 2-4. Exec- 
utive Director, Mr. Barton K. Johns, 
5009 Central Ave., Tampa 3. 


Georgia, annual meeting, Gardens 
Motel, Callaway Gardens, May 15-17. 
Program Chairman, Raymond S. Hough- 
ton, 314 N. Dawson St., Thomasville. 


JOURNAL A.O.A., VOL. 60, DEC. 1960 


SOLUTIONS 


| prolong the 


BARD-PARKER 


DISINFECTING 


for inexpensive instrument disinfection. NO ANTI-RUST 
TABLETS TO ADD—a CONCENTRATE of low surface ten- 
sion—excellent penetrating qualities. 1 oz. mixed with 1 
gal. of water makes a GALLON of non-corrosive solution. 
TUBERCULOCIDAL WHEN DILUTED WITH ALCOHOL. 


combines sporicidal and bactericidal 
potency for hospital use. Protects deli- 
cate instruments and keen cutting 
edges during preoperative prepara- 
tion. Kills vegetative pathogens and 
spore formers within 5 min. — the 
spores themselves within 3 hrs. — 
TUBERCLE BACILLI WITHIN 5 MIN. 
Use full strength. 


where sporicidal potency is not essen- 
tial—a powerful instrument disinfect- 
ing solution for ward, doctor's office, 
dental clinic. No substitute for B-P 
GERMICIDE in the operating room— 
but destroys commonly encountered 
vegetative bacteria—is free from phe- 
nol (carbolic acid) —mercurials. Use 
full strength. 


BARD-PARKER COMPANY, INC. 


DANBURY. CONNECTICUT 


B-P CHLOROPHENYL* HALIMIDE are trademark? 


A DIVISION OF BECTON, DICKINSON AND COMPANY 


Ask your dealer 


Secretary, Alfred R. Haight, 2170 Idle- 
wood Rd., Tucker. 


Illinois, annual meeting, Palmer House, 
Chicago, April 20-23. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 521, 
53 W. Jackson Blyd., Chicago 4. 


Indiana, annual meeting, French Lick 
Sheraton Hotel, French Lick, May 20-23. 
Program Chairman, Loyd H. Riley, Odon. 
Secretary, Arabelle Baker Wolf, 4840 N. 
Michigan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, 
Des Moines, May 7-9. Program Chair- 
man, John W. Campbell, 204 Security 
Bldg., Davenport. Secretary, Mr. Herman 


W. Walter, 519-20 Insurance Exchange 
Bldg., Des Moines -9. 


Maine, annual meeting, Hotel Samoset, 
Rockland, June 22-24. Executive Direc- 
tor, Mr. George R. Petty, Monmouth. 


Massachusetts, annual meeting, Hotel 
Somerset, Boston, January 21-22. Pro- 
gram Chairman, Bernard J. X. St. John, 
16 Center St., Northampton. Executive 
Secretary, Mrs. Gladys M. Stockdale, 524 
California St., Newtonville 60. 


Minnesota, annual meeting, Lowry 
Hotel, St. Paul, May 4-6. Secretary, E. 
R. Komarek, 301 Granite Exchange Bldg., 
St. Cloud. 
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' feel better- 


from the 
even 


| first day's 
patients | dose! 


Alertonic 


alerts the mind/tones the body 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 


a mild psychic stimulant: Meratran (pipradrol) 
Hydrochloride, 2 mg. 

abundant vitamins & minerals: Vitamin B: (Thia- 
mine Hydrochloride), 10 mg.; Vitamin B, (Riboflavin), 
5 mg.; Vitamin Be (Pyridoxine Hydrochloride), 1 mg.; 
Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; 
Iodine (as Potassium Iodide) , 1 mg.; Calcium Glycerophos- 
phate, 100 mg. and one milligram of each of the following: 
cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 


Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint bottles, on B only. 
To date more than 30 million doses have been prescribed. 


Merrell THE WM. S. MERRELL COMPANY 
: CINCINNATI, OHIO *¢ ST. THOMAS, ONTARIO 
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TRADEMARKS: ALERTONIC®, MERATRAN® 


National Osteopathic Child Health 
Conference, Municipal Auditorium, Kan- 
sas City, Mo., April 17-19. Executive 
Secretary, Stan J. Sulkowski, 409 Scarritt 
Arcade, 819 Walnut St., Kansas City 6. 


New Jersey, annual meeting, Traymore 

Hotel, Atlantic City, March 10-12. Pro- 

Chairman, Joseph V. Huffnagle, 

101 Bowood Dr., Haddonfield. Executive 

Secretary, Mr. R. P. Chapman, 1212 
Stuyvesant Ave., Trenton 8. 


New Mexico, annual meeting, Milton 
Hall, New Mexico State University, Las 
Cruces, April 13-15. Program Chairman, 
Lory Baker, 400 N. Church St., Las 
Cruces. Secretary, Joseph M. Peterson, 
1517 Fourth St., N. W., Albuquerque. 


Ohio, clinical conference, Doctors Hos- 
pital, Columbus, February 17-19. Pro- 
gram Chairman, Robert L. Turton, 111 
W. Third Ave., Columbus 1. Annual 
meeting, Neil House, Columbus, May 
7-10. Program Chairman, Paul J. Keckley, 
2637 Sullivant Ave., Columbus 4. Exec- 
utive Secretary, Mr. William S. Konold, 
53 W. Third Ave., Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 1-3. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. John- 
ston, 2920 Bloor St., W., Toronto 18. 


Oregon, annual meeting, Eugene Hotel, 
Eugene, June 12-14. Program Chairman, 
D. B. Bond, 290 E. 15th, Eugene. Secre- 
tary, David E. Reid, Box 277, Lebanon. 


Tennessee, annual meeting, Hotel Pat- 
ten, Chattanooga, April 30-May 3. Pro- 
gram Chairman, Martin R. Caldwell, 
Soddy. Secretary, Paul Grayson Smith, 
Pikeville. 


Texas, annual meeting, The Granada 
Hotel, San Antonio, May 4-6. Program 
Chairman, Clifford E. Dickey, 4021 E. 
Belknap, Ft. Worth 11. Executive Secre- 
tary, Phil R. Russell, 512 Bailey St., Ft. 
Worth 7. 


Virginia, annual meeting, Williams- 
burg Lodge, Williamsburg, May 25-28. 
Program Chairman, Harold A. Blood, 
228 N. Columbia St., Alexandria. Secre- 
tary, Henry S. Liebert, Jr., 3514 Grove 
Ave., Richmond 21. 


West Virginia, annual meeting, Hotel 
Pritchard, Huntington, May 20-23. Pro- 
gram Chairman, Hoy E. Eakle, Summer- 
ville. Executive Secretary, Mr. Gilbert D. 
Brooks, 313 Berman Bldg., Charleston 1. 


Wisconsin, annual meeting, Cerami’s 
Resort, Burlington, May 21-23. Program 
Chairman, James W. Stout, Stout Clinic, 
322 Vine St., Hudson. Secretary, V. L. 
Sharp, 3924 S. 51st St., Milwaukee 19. 
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Metamine® Sustained helps 
you dilate the coronaries 


in coronary insufficiency 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action than nitroglycerin . . . ”’! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.? 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Shes. Looming New York 17,NY. 


*Patent applied for 


State and 
national boards 


Alabama basic science examina- 
tions December 20-21. Address Mrs. 
Maxine F. Hall, secretary, Board of 
Examiners in the Basic Sciences, 1919 
7th Ave., So., Birmingham 3. 


Arizona Those interested in pro- 
fessional examinations should contact 
Russell Peterson, D.O., secretary, Oste- 
opathic Board of Registration and Exam- 
ination in Medicine and Surgery, 2747 
E. McDowell Rd., Phoenix 22. 


Basic science examinations December 
20. Address Herman E. Bateman, Ph.D., 
Board of Examiners in the Basic Sciences, 
University of Arizona, Tucson. 

Dr. L. A. Nowlin has been reappointed 
a member of the Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery to serve until 1965. 


Arkansas Drs. Paul W. Lecky and 
H. V. Glenn have been reappointed 
members of the Board of Osteopathic 
Examiners. 


Colorado basic science examina- 
tions in March. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 
1459 Ogden St., Denver 18. 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 


A-88 


stiffness and pain 


* * 9 9 
gr atify IN? relief from stiffness and pain 
in 106-patient controlled study | 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [Soma’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects re- 
commend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 


Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 


FASTER IMPROVEMENT—79% complete or marked 
improvement in 7 days (Kestler). 


EASY TO. USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50. 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


SOMA 


(CARISOPRODOL WALLACE) 


WwW) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 


JOURNAL A.O.A., VOL. 60, DEC, 1960 As? 


i 
| 
Z 


Hard filled 
capsules in 
bottles of 30. 


4 mg. 


Medules 


pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 
in 2 hours at pH 1.2). 


but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol 
content is released 
within 4 hours, 


...Means 
gradual steroid 
absorption 
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_ these patients just doesn’t 
e existany more. They 
° wakeup comfortable.”- 
Tuppa, N. V.: Curr. Therap. 
ol hits the disease, _ 


a new, improved, more potent relaxant for anxiety and tension 


Clinical reports indicate: 
: * effective in half the dosage required with meprobamate 

¢ significantly less drowsiness than with meprobamate, phenothiazines, or the psychosedatives 
“ * does not impair intellect, skilled performance, or normal behavior in recommended dosage 

( * neither depression nor clinically significant toxicity in recommended dosage 


STRIATRAN is indicated in anxiety and tension, occurring alone or in association with ; 
a variety of clinical conditions. 


Usual Adult Dosage: One tablet three times daily, preferably just before meals. In insomnia due to emotional 
tension, an additional tablet at bedtime usually affords sufficient relaxation to permit natural sleep. 


Supply: 200-mg. tablets, coated pink, bottles of 100. 


While no absolute contraindications have been found for STRIATRAN in the recommended dosage, the usual precautions 
and careful supervision required with all new and potent drugs should, of course, be observed. 


Additional information available to physicians on request; write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
@pur SHARP & DOHME, DivisiON OF MERCK & CO., Inc., WEST POINT, PA. 


STRIATRAN IS A TRADEMARK OF MERCK & CO., ING, 
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unquestioned 
pain relief 
without 


significant 
untoward reactions“ 


phenyramidol HCl 


relieves the total pain experience 


Analexin is a new class of drug...the first analgomylaxant... 
the only single chemical that raises the pain threshold and relaxes 
muscle tension simultaneously.** These two distinct but concurrent actions 
are ‘‘...more effective and beneficial in overcoming the total pain experience than... 
either of these actions alone.’”*® The analgesic potency is of the same order as codeine, yet 
Analexin is non-narcotic and not narcotic-related. There are no problems of addiction, 
habituation or tolerance. Side effects are,infrequent and their nature is usually 
mild and transient.'* Results in treatment of patients with musculoskeletal 
disorders reflect ‘“‘...continuous satisfactory control of the 
patient’s painful state...” 


**._. predictability of satisfactory control of a painful state is high...*"* 
musculoskeletal pain low back pain 


247% moderate relief 


15% moderate relief 
15% siight or no reliet | 


*including muscle strains and tears, arthralgia, muscular rheumatism and spasm. 


Analexin—for relief of pain. Each tablet contains 200 mg. pheny- 
ramidol HCl. 

Analexin-AF—for relief of pain complicated by inflammatory 
processes. Each tablet contains 100 mg. phenyramidol HCl and 300 


mg. aluminum aspirin. 


REFERENCES: 1. Batterman, R. C.: Ann. New York Acad. Sc. 86:203, 1960. 2. Batterman, R. C., ef al.: Am. J. Med. 
Sc. 238:315, 1959. 3. Wainer, A. S.: Ann. New York Acad. Sc. 86:250, 1960. 4. Clinical data in the files of the Medical 
Department, Irwin, Neisler & Co., 1959, 1960. 5. Gray, A. P., ef al.: J. Am. Chem. Soc. 81:4347, 1959. 6. O'Dell, T. B., et al.: 
Fed. Proc. 18:1694, 1959. 7. O'Dell, T. B., et a/.: J. Pharmacol. & Exper. Therap. 128:65, 1960. 8, O'Dell, T. B.: Ann. New 
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Meiaker IRWIN, NEISLER & CO. Decatur, Illinois 
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e increases bile 
DECHOTYL stimulates .. 


DECHOTY! gently stimulates 

intestinal peristalsis 
regulator 


e softens feces 
==" DECHOTYL expedites fluid 
penetration into bowel contents 


e emulsifies fats 
DECHOTYL facilitates 
lipolysis — prevents 

inhibition of bowel motility 
by unsplit fats 


helps free your patient from both... 
constipation and laxatives 


DECHOTYL 


TRABLETS 


well tolerated...gentle transition to normal bowel function 


Recommended to help convert the patient—naturally and gradually—to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 


nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose: Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is gradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 


Contraindications: Biliary tract obstruction; acute hepatitis. Elkhart » Indiana 


Toronto * Canada 


DECHOTYL TRABLETS provide 200 mg. DECHOLIN,® (dehydrocholic acid, AMES), 50 mg. 


desoxycholic acid, and 50 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
, yellow TRABLET. Bottles of 100. 


*AMES T.M. for trapezoid-shaped tablet. 
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New evidence 
helps resolve 
current controversy 
over 
oral penicillins 
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Source 


of 


confusion: 


To 
clarify 
the 
problem: 


dependence on microgram ‘‘blood levels’’ 
of oral penicillins as the measure of thera- 
peutic value 


Concerning this, McCarthy and Finland! state: 
“Some [oral penicillins] may be well absorbed but of 
low activity, and others may be of higher activity 
and less well absorbed but nevertheless may provide 
more total activity.” 


In their study, McCarthy and Finland compared the 
serum levels by weight and the serum antibacterial activ- 
ity of several penicillins in a series of well-controlled 
crossover studies. Among the oral penicillins tested were 
penicillin V potassium and phenethicillin (potassium 
alpha-phenoxyethy] penicillin). The subjects used in the 
study were normal, healthy young men. Before and after 
ingestion of the antibiotics, the activity of the subjects’ 
serums was tested against three common pathogens— 
hemolytic streptococcus 98, Type 3 pneumococcus, and 
Staphylococcus aureus 209P—by the twofold tube dilu- 
tion method. 


These facts emerge: 
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Although the concentrations 
of phenethicillin were higher, 
“penicillin V [potassium] provided greaier 
activity than phenethicillin against the 
streptococcus and pneumococcus... 
[and] at least equivalent activity 
against the staphylococcus. ...” 


—McCarthy, C. G., and Finland, M.: Absorption and Excretion of 
Four Penicillins, New England J. Med., 263:315 (August 18), 1960. 


Number of times serum can be diluted Number of times serum can be diluted 
and still inhibit and still inhibit 
Streptococcus 98! Type 3 Pneumococcus! 


(average of 12 subjects) 


Yj 


Peak Activity Total Activity* Peak Activity Total Activity* 


*Shows “area under the curve,’’ that is, the average of serum dilutions taken over a five-hour period. 


me 
; 
(average of 12 subjects) 
[779] 
[720] 
[632] 
UY 
fr; 


Potassium penicillin V 
WY Phenethicillin (capsules) 


Phenethicillin (tablets) 


Lined areas represent fasting levels; shaded 
areas depict levels after food. 


Peak Activity 


Number of times serum can be diluted 
and still inhibit 
Staphylococcus 209P! 


(average of 12 subjects) 


Total Activity* 


“Blood Levels” vs. “ABA” 


McCarthy and Finland’s 
conclusions extend and con- 
firm their previous observa- 
tions? and those of Griffith.’ 
They demonstrate that 
phenethicillin gives higher 
“blood levels” in micro- 
grams, but, in terms of anti- 
bacterial activity in the 
serum (‘““ABA”’), potassium 
penicillin V is clearly supe- 
rior against the common 
pathogens (streptococcus 
and pneumococcus), and it 
is at least equal against the 
staphylococcus. 
Furthermore, they show 
that these high antibacterial 
levels for potassium peni- 
cillin V are less severely af- 
fected by food. Thus, 
whether taken before meals 
or after, potassium penicillin 
V provides greater assurance 
of therapeutic activity. 


; 
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(penicillin V potassium, Lilly) 


intense antibacterial activity 
V-Cillin K produces greater antibacterial ac- 
tivity in the serum against the common patho- 
gens than any other oral penicillin.!-$ 


unsurpassed safety 
No form of penicillin has been shown to be less 
allergenic or less toxic than V-Cillin K.45 


proved clinical effectiveness 
Documented experience with penicillin V and 
potassium penicillin V demonstrates the clini- 
cal excellence of V-Cillin K.*-?9 


Now at lower cost to your patient 


Prescribe V-Cillin K, in scored tablets of 125 
and 250 mg., or V-Cillin K, Pediatric, in 40 
and 80-cc. bottles. 


ELI LILLY AND COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 
033306 
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*V-Cillin® (penicillin V, Lilly) 


sitive to penicillin. In other words, high 
: 
1. McCarthy, C. G., and Finland, M.: and Excretion of 
Four Penicillins, New England J. Med., 263.315 (August 18), 1960. 
ie a 2. McCarthy, C. G., Hirsch, H. A., and Finland, M.: Serum Levels ee 
after Single Oral Doses of 6-(«-phenorypropionamido) Penicillanate 
j and Penicillin V, Proc. Soc. Exper. . & Med., 103:177 (January), ae 
1960. 3. Griffith, R. S.: of Antibiotic Sera 
a after the Administration of Different Penicillins, Antibiotic ee rr 
4 Med. & Clin. Therapy, 7:129 > 1960. 4. Editorial: New ae ce 
a4 England J. Med., 263:361 (August 18), 1960. 5. Editorial: New La 
= York J. Med., 60:498 (February 15), 1960. 6. Subacute Bacterial | - 
d Endocarditis Treated with Oral Penicillin, A.M.A. Arch. Int. Med., Bi 
104 7625, 1959. 7. Oral Treatment of Subacute Bacterial Endocar- 
q ditis with Penicillin (Penicillin V), J. 
4 Med., 257:249, 1957. 8. A Clinical Evaluation of V in oe 
Children with Infections, Illinois M. J., 111:161, 1957. | 
a 9. The Use of Penicillin V in Acute Respiratory Infections of Child- es 
4 hood, Arizona Med., 15:799, 1958. _10. Observations 
Bacterial Endocarditis, J.A.M.A., 160:931, 1956. 15. The 
of Penicillin V (Phenoxymethyl in the Treatment of 
and of Moderately Severe Pneumococcal Am. J. M. Sc. 
232 624, 1956. Acute Upper Respiratory Disease: Clinical and 
Bacteriological Response to ‘Term Treatment with Penicillin V, . ie 
J. Pediat., 53:571, 1958. 17. Penicillin V for Pneumonia, Lancet, 
1:773, 1959. ot Scarlet Fever and Acute 
Streptococcal ngitis: Clinical Serologic Response, Anti- = 
; biotics Annual nore 1956-1957. 19. The Use of Penicillin V in eo. 
1, 1958. 20. Clini- 
5 22. Penicillin V Treatment of Beta-Hemolytic S tocoecal Infec- jee ot 
27. Penicillin V in the Prophylaxis of Disab! infec 
tions in Susceptible Children, Antibiotics Pp. 1986-1 7. 
28. Phenoxymethy! Pentelilin in tho Treatment of Homelyts Steep. 
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Kills pain 


New, more effective analgesic 


uC | 


stops tension 


For neuralgias, dysmenorrhea, upper respiratory 
distress, postsurgical conditions...new compound 
kills pain, stops tension, #duces fevdr—gives more 


complete reliéf than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
pain and tension.” Second, phenacetin: 


“standard” analgesic and antipyretic. Third, 
> 


NEW NONQARCOTIC ANALGESIC 


caffeine: a safe, mild stimulant for#levation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.* 


: Soma (carisoprodol), 200 mg.; 


® Composition 5 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, 
scored tablets. 


Dosage: 1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (}ompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only % grain of codeine phosphate 
is supplied to relieve the more severe pain that usually requires %2 grain. 
Composition: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


WALLACE LABORATORIES ° Cranbury, N. J. 
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Steroid-Analgesic LEDERLE 


wider latitude in adjusting dosage 
for better tolerated therapy 


ARISTOGESIC allows an exceptionally wide 
latitude in adjusting dosage to the lowest 
effective level for relief of chronic—but less 
severe — pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triamcinolone with the analgesic action of a 
highly potent salicylate, ARISTOGESIC permits 
therapy at dosages substantially lower than 
generally required for either agent alone. 

The lower dosages permit well-tolerated 
therapy for long periods of time and reduce 
the possibility of side effects. 


Indications: Mild to moderate cases of rheuma- 
toid arthritis, tenosynovitis, synovitis, bursitis, 
spondylitis, myositis, fibrositis, neuritis, and 
certain muscular strains. 


Dosage: Average initial dosage: 2 capsules 8 
or 4 times daily. Maintenance dosage to be 
adjusted according to response. 


Precautions: All precautions and contraindica- 
tions traditional to corticosteroid therapy should 
be observed. The amount of drug used should be 
carefully adjusted to the lowest dosage which 
will suppress symptoms. Discontinuance of 
therapy must be carried out gradually after 
patients have been on steroids for prolonged 


periods. 

Each ARISTOGESIC Capsule contains: 
ARISTOCORT Triamcinolone ....... 0.5 me. 
Salicylamide...... 325 mg. 
Dried Aluminum Hydroxide Gelk............. 76 meg. 


Ascorbic Acid 26 mg. 


Supply: Botties of 100 and 1,008. 
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twice the release 


WAKE OP 


from 


MORNING STIFFNESS 
ACHES and PAINS 


now double 
strength 

Relaxes the spasm that causes 
the pain. . 


Relieves the pain that causes 


the spasm. 


. Gets patients mo-0-0-ving 
faster in the morning. 


» .NEW.:.capsule shaped tablet 
with film coating 


EACH SPECIAL COATED TABLET CONTAINS: 


Salicylamide............... 500 mg. 
Mephenesin............... 333 mg. 
Ascorbic Acid. . 50 mg. 


DOSAGE: 2 or more tablets q.i.d. after 
meals and at bedtime. 


SUPPLIED: Economical bottles of 100, 
500 and 1,000. 

FOR SPECIFIC ANALGESIC THERAPY 
prescribe THE SALIMEPH FAMILY 
Salimeph Forte « Salimeph-C 
Salimeph/Prednisolone 
Salimeph-C/Codeine Phosphate 
Salimeph-C/Colchicine 
Write for samples and literature... 


BAN COMPANY Milwaus 


Connecticut examinations March 
14-15. Addtess Frank Poglitsch, D.O., 
secretary, Ostépathic Examining Board, 
300 Main St., ‘New Britain. « 

Basic science examinations February 
11. Address Miss M.G. Reynolds, exec- 
utive assistant, Board of Healing Arts, 
110 Whitney Ave., New Haven 10. 


Delaware: @Xaminations January 10. 
Address Joseph S. McDaniel, M.D., sec- 
retary, Board of Medical Examiners, 
Professional Bldg., Dover. 


Hawaii For information on exam- 


ination dates write to Richard Y. Kodama, 
D.O., secretary, Board of Osteopathic 
Examiners, 826 Keeaumoku St., 
lulu 14. 


Hono- 
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Illinois examinations in January. 
Applications must be filed by the middle 
of December. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol Bldg., 
Springfield. 


Iowa basic science examinations 
January 10 at the Capitol Building, Des 
Moines. Address Elmer W. Hertel, 
Ph.D., secretary, Board of Basic Science 
Examiners, ‘Wartburg College, Waverly. 

Dr. George: W. Sutton has been ap- 


pointed a member of the Board of Oste- 


opathic Examiners to serve until 1963. 


Kansas examinations during first 2 
weeks in January. Address Francis J. 
Nash, M.D., secretary, Board of Healing 


Arts, New Brotherhood Bldg., 
City, Kans. 


Louisiana Dr. M. R. Higgins has 
been reappointed a member of the Board 
of Osteopathy to serve until 1965. 


Massachusetts examinations Janu- 
ary 10. Address David W. Wallwork, 
M.D., secretary, Board of Registration 
in Medicine, Room 37, State House, 
Boston 33. 


Michigan basic science examina- 
tions in February. Address Mrs. Anne 
Baker, secretary, Board of Examiners in 
the Basic Sciences, 116 Mason Bldg., 
Lansing. 


Montana examinations March 7, 
Address Warren E. Monger, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 

Dr. Clem L. Shafer has been reap- 
pointed a member of the Board of 
Osteopathic Examiners to serve a 4 
year term. 


Nebraska basic science examina- 
tions January 10-11. Address R. K. Kirk- 
man, director, Bureau of Examining 
Boards, Department of Health, State 
Capitol Bldg., Lincoln 9. 


Nevada examinations in January. 
Address John H. Pasek, D.O., secretary, 
Board of Osteopathic Examiners, 205-10 
First National Bank Bldg., Minden. 

Basic science examinations January 3. 
Address Dr. Kenneth C. Kemp, Ph.D., 
secretary, Board of Examiners in the 
Basic Sciences, Box 9355, University of 
Nevada, Reno. 


New Hampshire examinations March 
8-11. Address Edward W. Colby, M.D., 
secretary, Board of Registration in Medi- 
cine, State House, Concord. 


New Mexico examinations January 
15. Address L. D. Barbour, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Roswell Osteopathic 
Hospital, Roswell. 

Basic science examinations January 
15. Address Mrs. Marguerite Cantrell, 
secretary, Board of Examiners in the 
Basic Sciences, Box 1522, Sante Fe. 


North Dakota examinations in Jan- 
uary. Address M. J. Hydeman, D.O., sec- 
retary, Board of Osteopathic Examiners, 
417% Broadway, Bismarck. 

Dr. Georgianna Pfeiffer has been ap- 
pointed a member of the Board of Oste- 
opathic Examiners to serve until 1963. 


Oregon examinations in January. 
Address Mr. Howard I. Bobbitt, exec- 
utive secretary, Board of Medical Ex- 
aminers, 609 Failing Bldg., Portland 4. 


Pennsylvania examinations January 


met 


new, improved, 

more potent relaxant 

for anxiety and 

, ° effective in half the dosage required with meprobamate 
much less drowsiness than with meprobamate, 

; phenothiazines, or the psychosedatives 


neither depression nor significant toxicity has been reported 


alert tranquillity 


e does not impair intellect, skilled performance, or normal behavior 


: EMYLCAMATE 
+ a familiar spectrum of antianxiety and muscle-relaxant activity 
* no new or unusual effects—such as ataxia or excessive weight gain ; 
+ may be used in full therapeutic’dosage even in gériatric or debilitated patients ine 
* no cumulative effect 
¢ simple, uncomplicated dosage, providing a wide margin of safety for office use a 


STRIATRAN is indicated in anxiety and tension, occurring alone or in 
association with a variety of clinical conditions. 

Adult Dosage: One tablet three times daily, preferably just before meals. 

In insomnia due to emotional tension, an additional tablet at bedtime usually 
affords sufficient relaxation to permit natural sleep. 

Supply: 200 mg. tablets, coated pink, bottles of 100. 


While no absolute contraindications have been found for Striatran in full recommended dosage, 
the usual precautions and observations for new drugs are advised. 


For additional information, write Professional Services, 
Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DiviSION OF MERCK & CO., Inc., WEST POINT, PA. 


STRIATRAN IS A TRADEMARK OF MERCK & CO’ INC, 
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Hydroflumethiazide + Reserpine « 


Protoveratrine A 


An integrated multi-therapeutic 
antihypertensive, that combines in balanced pro- 


le cach SALUTENSIN Tablet: portions three clinically proven antihypertensives. 
Seluron® (hydroflumethiazide)— 
a saluretic-antihypertensive 50 mg. 
Reserpine —a tranquilizing drug with 
peripheral vasorelaxant effects 


Comprehensive information on dosage and precautions 
in official package circular or available on request. 


Proteveratrine A—a centrally mediated 
BRISTOL LABORATORIES Syracuse, New York 
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no constipation here 


Everyone—young or old—likes: 
pleasant-tasting, marshmallow- 
flavored Agoral. Taken at bedtime, 
it works effectively and gently over- 
night to produce a normal bowel 
movement on arising next morning. 


agoral 


the gentle laxative 


MORRIS PLAINS, 


‘ 


This complete Welch Allyn set 
offers brilliant illumination 
without visual obstruction, 

all parts are interchangeable, 
all parts can be autoclaved. 


ASK YOUR SURGICAL DEALER TO SEE WA PROCTOLOGICAL SET NO. 315 


LLYN 


25-26 in Room 200, Education Bldg., 
Harrisburg. Applications must be filed 
15 days prior to examinations. Address 
Mrs. Katherine M. Wollet, secretary, 
Bureau of Professional Licensing, 501 
Education Bldg., Harrisburg. 


Puerto Rico examinations March 7. 
Address Mr. Joaquin Mercado Cruz, sec- 
retary, Board of Medical Examiners, De- 
partment of State, Box 3271, San Juan. 


Rhode Island examinations Janu- 
ary 5-6. Address Mr. Thomas B. Casey, 
Administrator of Professional Regulation, 
366 State Office Bldg., Providence. 

Basic science examinations February 
8. Address Mr. Casey. 
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South Carolina examinations No- 
vember 15 at Columbia. Address Emest 
A. Johnson, D.O., secretary, Board of 
Osteopathic Examiners, Box 525, Sum- 
merville. 

Dr. Nancy Hoselton has been reap- 
pointed a member of the Board of Oste- 
opathic Examiners to serve until 1964. 


South Dakota examinations Janu- 
ary 17-18. Address Mr. John C. Foster, 
executive secretary, State Board of Med- 
ical and Osteopathic Examiners, Room 
300, First National Bank Bldg., Sioux 
Falls. 

Dr. O. A. Jungman has been reap- 
pointed a member of the Basic Science 
Board to serve until 1963. 


Tennessee examinations in Febru- 
ary. Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Examiners, 1226 High- 
land, Jackson. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D.,, 
secretary, Board of Basic Science Exam- 
iners, 62 S. Dunlap, Memphis 3. 

Dr. Harold Roberts has been reap- 
pointed a member of the Board of Ex- 
amination and Registration for Osteo- 
pathic Physicians to serve until 1965, 
and Dr. Judson H. Robertson to the 
Board of Basic Science Examiners to 
serve until 1965. 


Utah examinations third week in 
January. Address Mr. Frank E. Lees, 
director, Registration Division, Depart- 
ment of Business Regulation, State Cap- 
itol, Salt Lake City 14. 


Vermont examinations in January. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 

Dr. Roy M. Sherburne has been reap- 
pointed a member of the Board of Oste- 
opathic Examination and Registration to 
serve until 1963. 


Washington examinations in Janu- 
ary. Address Mr. Thomas A. Carter, 
secretary, Professional Division, Depart- 
ment of Licenses, Olympia. 

Basic science examinations in January. 
Applications must be filed 15 days prior 
to examinations. Address Mr. Carter. 


Wisconsin examinations in January 
at Madison. Applications must be filed 
2 weeks prior to examinations. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 So. Pinckney St., Madison 2. 


Wyoming examinations February 6. 
Address James W. Sampson, M.D., secre- 
tary, Board of Medical Examiners, State 
Office Bldg., Cheyenne. 


Saskatchewan professional and 
basic science examinations at Saskatoon 
in January. Address Anna Northup-Little, 
D.O., 2228 Albert St., Regina. 


Reregistration 
of osteopathic licenses 


December 31—Alabama, $5.00. Ad- 
dress D. G. Gill, M.D., secretary, Board 
of Medical Examiners, State Office Bldg., 
Montgomery 4. 


December 31—Arizona, not more than 
$10.00. Address Russell Peterson, D.O., 
treasurer, Osteopathic Board of Registra- 
tion and Examination in Medicine and 
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anorectal comfort 


To shorten total treatment time in 
hemorrhoids, proctitis and pruritus 


ani, start treatment with Anusol-HC 
(2 suppositories daily/3-6 days) — 
then maintain lasting comfort with 
regular Anusol (1 suppository morn- 
ing, evening and after each bowel 
movement). Neither Anusol nor 
Anusol-HC contains analgesics or 
narcotics, hence will not mask symp- 
toms of serious rectal pathology. 


Anusol’ 
hemorrhoidal suppositories 
and unguent 


dependable Anusol suppositories 
w/hydrocortisone 


THE AMERICAN OSTEOPATHIC ASSOCIATION 


4a | | | a | 


for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends how well today’s young physicians 
are fitted for the challenging tasks that lie 
ahead. Knowledge and skill must be developed 
in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship train- 
ing in the fields of general practice and certain 
specialties. 


In 1961, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 
in internal medicine. Training is to be taken 


MEAD JOHNSON & COMPANY 


in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic graduates 
of 1957, 1958, 1959, and 1960. Application 
forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be returned 
to the Association by May 1. 


The Association administers this program 
through its Committee on Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation solely 
to the provision of funds. 
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stop her sinus headache 


Sinutab is the proven specific for 
resolving sinus or frontal headache. 
It promptly and safely aborts pain 
—rapidly decongests to relieve pres- 
sure—relaxes the patient with mild 
tranquilization. Verify it for yourself: 
prescribe Sinutab for your next sinus 
or frontal headache cases. You and 
your patients will be pleased. 


Sinutab 


resolves sinus headache 


SIN-MSO4 MORRIS PLAINS, 


A 
SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 


S D 


pept OA-1260 


12850 MANSFIELD 


DETROIT 27, MICHIGAN 


Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22. 


Prior to December 31—Georgia, $3.00. 
Address Mr. C. L. Clifton, joint secre- 
tary, Examining Boards, 224 State Capi- 
tol, Atlanta. 


December 31—New Hampshire, $5.00 
biennially. Address Edward W. Colby, 
M.D., secretary, Board of Registration 
in Medicine, State House, Concord. 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., treasurer, Board 
of Examination and Registration for Oste- 
opathic Physicians, 1226 Highland, Jack- 


son. 
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January—Alberta, no reregistration. 
Pay $75.00 a year membership in College 
of Physicians and Surgeons in January. 
Address G. B. Taylor, acting registrar, 
Office of the Registrar, University of 
Alberta, Edmonton. 


January—Connecticut, $5.00. Address 
James T. Berry, D.O., treasurer, Osteo- 
pathic Examining Board, 410 Asylum St., 
Hartford 3. 


January—North Carolina, $5.00. Ad- 
dress Joseph H. Huff, D.O., treasurer, 
Board of Osteopathic Examination and 
Registration, 330 W. Front St., Box 
1177, Burlington. 


January—Wisconsin, $3.00. Address 
Thomas W. Tormey, Jr., M.D., secretary, 
Board of Medical Examiners, Room 28, 
115 S. Pinckney St., Madison 2. 


January 1—California, set by the 
board, not to exceed $25.00. Address 
Glen D. Cayler, D.O., treasurer, Board 
of Osteopathic Examiners, 1013 Forum 
Bldg., Sacramento 14. 


January 1—Florida, $10.00. Address 
Thomas F. Sheffer, D.O., treasurer, Board 
of Osteopathic Examiners, Las Olas Hos- 
pital, 1516 E. Las Olas Blvd., Ft. 
Lauderdale. 


January 1—Maine, $4.00. Address 
George Frederick Noel, D.O., treasurer, 
Board of Osteopathic Examination and 
Registration, 20 Monument Square, 
Dover-Foxcroft. 


January 1—Manitoba, $5.00. Address 
G. Murphy, D.O., Licensing Board of 
Osteopathic Physicians, 120 Sherburn St., 
Winnipeg. 


January 1—Minnesota, $2.00. Address 
Clifford F. Dartt, D.O., treasurer, Board 
of Osteopathic Examiners, 318 Bush St., 
Redwing. 


January 1—New York, $6.00 bien- 
nially. A physician receiving a license 
the second year of any biennial regis- 
tration period pays a fee of $3.00 for 
a certificate expiring December 31 of 
such second year. Address Dr. John W. 
Paige, chief, Bureau of Professional Ex- 
aminations and Registrations, 23 S. Pearl 
St., Albany 7. 


January 1—Ontario, $25.00. Address 
D. Gordon Campbell, D.O., treasurer, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 


January 1—Pennsylvania, $10.00 bi- 
ennially. Address Mrs. Katherine M. 
Wollett, secretary, Bureau of Professional 
Licensing, 501 Education Bldg., Harris- 
burg. 


January 1—Saskatchewan, $30.00. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—South Dakota, $2.00. Ad- 
dress Mr. John C. Foster, executive sec- 
retary, Board of Medical and Osteopathic 
Examiners, Room 300, First National 
Bank Bldg., Sioux Falls. 


January 1—Texas, $5.00. Address 
Mrs. Carolyn H. Millard, assistant secre- 
tary, Board of Medical Examiners, 1714 
Medical Arts Bldg., Ft. Worth 2. 


January 1—Utah, $3.00. Address 
Clarence E. Hyatt, D.O., treasurer, Osteo- 
pathic Examining Board, 144 E. Fifth 
North St., Provo. 


Tedral helps asthma patients breathe 
normally —live actively — avoid the 


fear and embarrassment of disabling 
attacks. 1 or 2 tablets q.4h. provide 
up to 4 hours’ freedom from conges- 


tion and constriction of asthma. 


TEDRAL 


the dependable antiasthmatic 


MORRIS PLAINS, 
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SAFE FOR TODAY’ 5 MEDICATIONS...AND TOMORROW 5 


NO CAUTION LABEL NEEDED — Use it with any injectable medication... 


BECAUSE IT’ GLASS 


% \ 
OF 


there is no danger } 


of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 4 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 


ration. PRECISE—Exclusive tip design reduces medication loss. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


K, AND DISCAROIT ARE TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 79060 


January 31—British Columbia, set by 
the Council of Colleges of Physicians 
and Surgeons of British Columbia. Ad- 
dress Lynn Gunn, M.D., registrar, 1807 
W. 10th Ave., Vancouver 9. 


Before February 1—Vermont, $3.00 
residents; $2.00 non-residents. Address 
Roy M. Sherburne, D.O., treasurer, Board 
of Osteopathic Examination and Regis- 
tration, 65 Railroad St., St. Johnsbury. 


Before March 1—Colorado, $2.00 resi- 
dents; $10.00 non-residents. Address Miss 
Mary M. McConnell, executive secretary, 
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Board of Medical Examiners, 715 Repub- 
lic Bldg., Denver 2. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 


completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 

Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia media. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles, therapeutics and phar- 
macology; surgery; ophthalmology and 
otorhinolaryngology; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
l-year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually. 

The National Board of Examiners will 
conduct the 1961 Part III examinations 
on April 15-16, at Philadelphia, Detroit, 
Kansas City, and Los Angeles. The dead- 
line for applications is March 15, 1961. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internship of 1 year 
has been completed may file at any time. 
All applications must reach the office of 
the secretary not less than 30 days prior 
to the examination. 

All candidates are reminded that the 
examinations must be completed within a 
period of 7 years. Candidates who took 
Part I in 1954 must take Part III in 1961 
or forfeit the right to complete the ex- 
aminations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteopathy; 
Part II, satisfactory completion of Part I 
and of the first two quarters or trimesters 
of the senior year in an approved osteo- 
pathic college; Part III, satisfactory com- 
pletion of Part II and at least 6 months 
of a 1-year internship approved by the 
American Osteopathic Association. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. 

Address all communications to Paul 
van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 
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Proctoscopic view 
of the sigmoid 

in acute stage 

of ulcerative 
colitis 


Proctoscopic view 
of the sigmoid 
following 
Depo-Medrol 
retention enemas 
for acute stage 

of ulcerative 
colitis 


Proctoscopic view 
_ of sigmo.d colon 
in a normal person 
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The Upjohn Comp Kal Michig 


| Upjohn 


Excellent results in 
ulcerative colitis even 
where other 

steroids have failed 


In controlling ulcerative colitis 
(recurrent, moderately severe, severe, 
and resistant), Depo-Medrolt can 

be given topically (by enema or rectal 
instillation) in requisitely large doses 
without producing significant side 
effects. Excellent results are obtainable 
even where other steroids have 

failed and improvement continues on 
oral Medrol maintenance dosage. 


there is only one 
methylprednisoione, 
and that is 


Medrol 


the corticosteroid 
that hits the disease, 
but spares the patient 


Medrol is supplied as 4 mg. tablets in bottles 

of 30, 100 and 500; as 2 mg. tablets in bottles of 
30 and 100; and as 16 mg. tablets in bottles 

of 50. Depo-Medrol is supplied as 40 mg. per cc. 
injectable suspension in | cc. and 5 cc. vials. 
Mode of administration: Depo-Medrol 

(40-120 mg.) given as retention enema or by 
continuous drip three to seven times weekly. 


*Trademark, Reg, U. S. Pat. Off.—methylprednisolone, Upjohn 
tTrademark 


A-115 


er 
st | 
0- i 
it- 
ii 
y; 
n- 
x 
| 
of 
al 
| 
1- 
| 
| 
| 
| 
> 
4 | wis 
i 
— 
gd 
q 


NOW...ESSENTIAL PARTNERS 
IN THE CONTROL OF EDEMA 


BRAND OF MERALLURIDE SODIUM 


DRY WEIGHT 


DAYS 


BRAND OF TRICHLORMETHIAZIDE 


THE ALTERNATE OR COMBINED USE OF THESE TWO 
DRUGS NOW CAN HELP THE PHYSICIAN MEET WITH 
MAXIMAL EFFICIENCY THE DEMANDS OF DIURETIC 
THERAPY IN ALMOST ANY PHASE OR DEGREE OF 
EDEMA—ACUTE OR CHRONIC. 


MERCUHYDRIN METAHYDRIN 


SZ LAKESIDE LABORATORIES, INC. 
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Where immediate diuresis is urgent, there is 
no substitute for MERCUHYDRIN’S ability to 
provide rapid return to “dry weight.” Now, 
with the introduction of METAHYDRIN, the 
most effective oral non-mercurial diuretic 
for maintenance is also available. If for any 
reason weight increases, the periodic use of 
MERCUHYDRIN in low dosage will assure 
return to dry weight and further minimize 
potassium loss. 

No single drug can provide optimal 
therapy for the management of all condi- 
tions of edema in all patients. As is well 
known, too vigorous or prolonged use of 
any one diuretic may result in disturbances 
in fluid and electrolyte balance with inter- 
ruption of therapy. METAHYDRIN may be 
used alone to initiate diuresis in the less 
critical patient or with MERCUHYDRIN to en- 
hance diuresis in the severely ill patient. In 
these conditions, and in maintenance, 
METAHYDRIN’S prolonged effect and favor- 
able ratio of sodium-to-potassium excretion 
provides maximal benefits in diuretic therapy. 


MERCUHYDRIN 


PRESCRIPTION INFORMATION 


METAHYDRIN 


Trichlormethiazide, Lakeside. New oral diuretic of the 
benzothiadiazine group for the management of edema 
and hypertension. More potent than similar diuretics 
reported to date. Effective in low dosage. Lessened risk 
of K and HCO; loss than with chlorothiazide or hydro- 
chlorothiazide. Action more prolonged than with other 
benzothiadiazine derivatives. USES: Edema in congestive 
heart failure, the nephrotic syndrome, hepatic cirrhosis, 
toxemia of pregnancy, edema caused by drugs, premen- 
strual tension, edema of pregnancy. In mild and moderate 
hypertension as primary therapy or in conjunction with 
other hypotensive agents in reduced dosage. PRECAU- 
TIONS: Patients with severely reduced renal function 
should be observed for acidosis and hyperkalemia. Dis- 
turbed glucose and uric acid metabolism or excretion 
have not been reported but may occur. Patients with 
hepatic cirrhosis or diarrheal syndromes, or under therapy 
with digitalis, ACTH, or potassium-losing adrenal 
steroids, should be observed for signs of hypokalemia, 
even though its occurrence is less likely with METAHYDRIN 
than with hydrochlorothiazide or chlorothiazide. For de- 
tailed information on indications, dosage, administration, 
precautions and side effects refet to METAHYDRIN package 
insert. SIDE ACTIONS: Nausea, flushing, mild muscle 
cramps, constipation may occur occasionally; skin rash 
rare. DOSE: Edematous states and Hypertension: 2-4 
mg. once daily after breakfast. Higher doses may be given 
initially. Individual doses exceeding 8 mg. do not increase 
diuresis. SUPPLIED: 2 and 4 mg. tablets in bottles of 
100 and 1000. 


METAHYDRIN 


PROVIDE MORE BENEFITS WITH FEWER PROBLEMS 
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The Aged 


-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food costs when mixing provides 25% more calcium, pro- 
—one or more often play a part in contributing tein, and B-vitamins than ordinary nonfat milk. 
to poor diet for the elderly. Because your patients can add this additional 

A pleasant natural way to help improve amount, they get needed nutrients — without 
their nutritional status is the excellent new excessive calories. And the richer, more delici- 


food—new Carnation Instant Nonfat Dry Milk __ ous flavor of nonfat milk mixed over-strengthis | 
mixed 25% over-strength. a natural way to extra nutrition they'll enjoy. 
One-third cup extra crystals per liquid quart | Costs them only 12¢ a quart. ee 
ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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over five years 


...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different’ tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


‘The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 


| | 
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clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


l simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido : 2 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


& 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


WY WALLACE LABORATORIES / Cranbury, N. J. 


@TRADE-MARK 
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RELIEVES THE SYMPTOMS OF RHEUMATOID ARTHRITIS 

the pain, rigidity, swelling, morning stiffness, and 
limitation of motion 

With DECADRON, pain, rigidity, and swelling usually fade 
rapidly, within 24 hours.' Morning stiffness often disappears 
completely.? Increased joint mobility and eventual clinical 
control frequently follow improvement of articular symptoms, 
even in patients poorly controlled by other corticosteroids.?-* 


ATTACKS THE INFLAMMATORY PROCESS OF RHEUMATOID ARTHRITIS 
the rapid sedimentation rate, the secondary anemia, the fever, 
elevated plasma fibrinogen and globulin, and 
decreased plasma albumin 
Treatment with DECADRON, by reducing or eliminating 
inflammation, may also be expected to help eliminate fever, reduce 
the sedimentation rate, correct abnormal plasma-protein 
patterns, raise hemoglobin values and red blood cell counts.*-7-!¢ 


IMPROVES THE GENERAL STATE AND SENSE OF HEALTH 


The patient is sometimes markedly undernourished and emaciated 


(Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine, ed. 10, Philadelphia, 
W. B. Saunders Company, 1959, p. 1366.) 


thin and asthenic, and very often profoundly depressed. 


(Ragan, C., in Comroe’s Arthritis and Allied Conditions, ed. 5, Philadelphia, 
Lea & Febiger, 1953, p. 151.) 


The “tonic effect’’!! of dexamethasone often promotes a sense of 
well-being, leading to improvement in the general state of 
health, relief of asthenia and depression, restoration of normal 
nutrition and enjoyment of food.!*-11-14 


umatoid arthritis 


REFERENCES: 

1. Spies, T. D., et al.: South. M. J. 51:1066, 1958. 2, Bunim, J. J., et al.: Arthritis & 
Rheumatism 1:313, 1958. 3. Galli, T., and Mannetti, C.: Minerva med. 50:949, 1959. And Abstr. 
in J.A.M.A. 170:2254, 1959. 4, Case Reports on File, Merck Sharp & Dohme. 5. Boland, E. W.: 
Ann. Rheumat. Dis. 17:376, 1958. 6. Boland, E, W.: California Med. 88:417, 1958. 

7, Cislaghi, F., and Quarti, M.: Minerva med. 50:959, 1959. 8. Foreign Letters: J.A.M.A. 
171:236, 1959. 9. Agostini, A.: Minerva med. 50:926, 1959. 10, Clinical Data, Merck Sharp 

& Dohme. 11. Rudolph, J. A., and Rudolph, B. M.: Ann. Allergy 17:710, 1959. 

12. Cerutti, P.: Minerva med. 50:917, 1959. 13. Cagli, V., et al.: Minerva med. 50:941, 1959. 

14. Chervinsky, P.: Ann, Allergy 17:714, 1959. 

Initial dosage depends on the type and severity of the condition. Generally between 1.5 mg. and 
3 mg. per day is adequate; this should be reduced to maintenance level when control has been 
established. DEcADRON is supplied as 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets 

and as Injection Decapron Phosphate in 5-cc. vials, each cc. containing 4 mg. of dexamethasone 
21-phosphate as the disodium salt. Additional information ilable to physici on request. 


DEcApDRON is a trademark of Merck & Co., Inc. 


DEXAMETHASONE 


TREATS MORE PATIENTS MORE EFFECTIVELY 


Gp MERCK SHARP & DOHME © Division of Merck & Co., Inc., West Point, Pa. 
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far: 


Contour applicator provides 
smooth, continuous surface for 
treatment of curved areas. 
With rubber-covered elec- 
trodes or induction cable limbs 
may be effectively heated. 


The MF-49’s unique circuit design 
permits the use of full-power tube 
output for deep heating and treat- 
ment of large areas. Frequency is 
controlled by a separate tube circuit 
unaffected by the operating charac- 
teristics of the patient circuit. This 
——_ in high output relative to tube 


| 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: NEW YORK * CHICAGO © ATLANTA * LOS ANGELES © Dealers in all principal cities 


The cardiovascular-renal diseases re- 
corded a moderately higher death rate 
in the first half of this year than last, 
The rate rose from 378.4 to 386.3 per 
100,000. For the most part, the increase 
represents the elevated level of mortality 
from these diseases in the early months 
of the year. Only a small increase is 
found in the death rate from cancer 
(malignant neoplasms) through June— 
from 144.9 to 146.7 per 100,000. Cur- 
rently, nearly three fourths of the total 
mortality among the Industrial policy- 
holders is attributed to cancer and the 
cardiovascular-renal diseases. 

The tuberculosis death rate increased 
fractionally from the all-time low of 
5.8 per 100,000 recorded in the first 
half of last year. Nevertheless, the cur- 
rent rate—6.2 per 100,000—is about 
one fourth below that prevailing five 
years ago. The mortality from the prin- 
cipal communicable diseases of child- 
hood—measles, scarlet fever, whooping 
cough, and diphtheria—continues to be 
extremely low. 

There were only two deaths from 
poliomyelitis among the Industrial poli- 
cyholders through June of the current 
year, compared with five in the like 
period of 1959. This is consistent with 
the trend of poliomyelitis cases reported 
in the general population of the United 
States. About 476 cases of the disease 
were reported in the first half of 1960, 
compared with 1,021 a year ago. 

The accident death rate among the 
Industrial policyholders—32.1 per 100,- 
000—is identical with that for the first 
six months of 1959. Motor vehicle acci- 
dent fatalities, however, recorded a frac- 
tional decrease. Suicide tended down- 
ward so far this year while homicide 
increased slightly. 


The Statistical Bureau of the Metro- 
politan Life Insurance Company keeps 
a current record of catastrophes—acci- 
dents in which five or more persons are 
killed. The facts for the general popula- 
tion of continental United States, com- 
piled from a variety of sources, are 
briefly summarized here. 


Mortality higher 
this year* 


The death rate among Industrial policy- 
holders of the Metropolitan Life Insur- 
ance Company was 3 percent higher in 
the first half of 1960 than in the like 
period of last year, the rates for all ages 
combined being 7.2 and 7.0 per 1,000, 
respectively. The increase reflects large- 
ly the relatively high level of mortality 
in the late winter months. In February 


®Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July 1960. 
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the death rate was 11 percent above 
that for the month a year ago; in March 
the increase amounted to 15 percent. 

Both white male and female policy- 
holders recorded slightly higher death 
rates in the first half of this year than 
last. In general, the death rates tended 
downward or remained unchanged prior 
to age 35; there was some contrary tend- 
ency at the older ages. 

For the six months of 1960, the death 
rate from pneumonia and influenza in 
this insurance experience was 28.3 per 
100,000, or about one third above that 
in the corresponding period of 1959, and 
the highest in more than a decade. In 
February and March the mortality from 
these diseases was almost twice that a 


year ago. 


Catastrophic accidents took about 600 
lives in the first half of 1960, consider- 
ably less than the toll in the comparable 
period of last year, and one of the 
lowest on record. Through June of this 
year there were four disasters in which 
25 or more persons were killed, three 
of them involving scheduled aircraft. On 
January 6, a scheduled plane “disinte- 
grated” in flight near Wilmington, N. C. 
—attributed to possible sabotage by 
dynamite—causing 34 deaths. Another 
scheduled plane crashed on January 18 
southeast of Richmond, Va., with a loss 
of 50 lives, and a third exploded in 
flight near Tell City, Ind. on March 17, 
killing 63 persons—the heaviest toll so 
far this year. The remaining disaster was 
a series of tornadoes which smashed 
through eastern Oklahoma and Arkansas, 
on May 5, and accounted for 29 deaths, 
mostly in Oklahoma. 
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Catastrophic fires in dwellings and 
apartments killed only half as many 
people ia the first six months of 1960 
as in the like period of 1959. The record 
for catastrophic motor vehicle accidents 
was also relatively more favorable, ex- 
cept for collisions between a ve- 
hicles and trains, which were resp 
for a somewhat larger death’ toll than a 
year ago. Tornadoes and floods both 
caused a smaller loss of life this year 
than last. 


Oral poliovirus 
vaccine* 


STATEMENT 


By Leroy E. Burney, Surgeon General, 
Public Health Service, August 24, 1960 


During recent months, a number of. con- 
ferences have been held at which progress 
in the field of immunization with live 
poliovirus vaccines was reported. These 
conferences include the meeting held in 
Moscow in May, the joint Pan American 
Health Organization-World Health Or- 
ganization Conference held in Washing- 
ton in June, and the 5th International 
Congress on Poliomyelitis held in Copen- 
hagen in late July. The staff of the 
Public Health Service and its Advisory 
Committee on Live Poliovirus Vaccine 
has given careful consideration to the 
information available from these meet- 
ings—indeed, some members have active- 
ly participated in these meetings. 

It may be recalled that about a year 
ago recommendations relating to the 
manufacture and testing of live polio- 
virus vaccines were issued to facilitate 
the entry of interested manufacturers into 
this complex field. Last week, the com- 
mittee met with the manufacturers and 
other interested persons in order to review 
these recommendations. 

Revisions to these earlier recommenda- 
tions, which will serve as the basis for 
adoption of regulations for manufacture 
and testing of the vaccine, have been 
agreed to by the committee. These include 
the virus strains to be used, the general 
processes of manufacture to be followed, 
tests to be applied during manufacture, 
and factors relating to the continued 
safety, purity, and potency of the vaccine. 

The Service’s Division of Biologics 
Standards is moving with all speed to 
complete technical details of the final 
regulations while the manufacturers pro- 
ceed with preliminary steps toward meet- 
ing these requirements. These details will 
be available in the near future. 

In addition, I have received a general 
short report from the committee. On the 


_— from Public Health Reports, October 
960. 
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sible 


now Alutly: 


“rapidly curative almost universally’ in 


infantile eczema 


- Biopsy section from skin stained with osmic 
after treatment with Desitin Ointment 
for one week shows much unsaturated oil 
(black stain) on the surface and also within 
the epidermis. Unsaturated oils are impor: 
it constituents of natural emollients. — 


DESITIN 


OINTMENT «& 


restores unsaturates via fatty acids of external cod liver oil 


Spoor finds! that Desitin Ointment topically 
replenishes unsaturated fatty acids dermally 
deficient!4 in many babies with infantile 
eczemas. Desitin Ointment was selected be- 
cause its rich cod liver oil unsaturates 
resemble those naturally found in the skin. 


Desitin plus antiallergenic therapy 
proved... 

“rapidly curative almost universally”, 
with great improvement or clearing of 
the condition in all babies in from one 
to five weeks.1 


1. Spoor, H. J.: New York St. J. M. 60:2863, 1960. 

2. Wiese, H. F., et al.: J. Nutrition 66:345, 1958. 

3. Smith, L. W., et al.: Amer. J, Med. Sc. 237:600, 1959. 
4. Nutrition Reviews 17:136, 1959. 


for samples of soothing, protective, healing 
Desitin Ointment and reprint, please write... 


DESITIN cnemicat ComMPANY 
812 Branch Avenue, Providence 4, R. |. 


basis of these recommendations, it is con- 
sidered that live poliovirus vaccine is 
suitable for use in the United States. It 
is now possible to visualize the licensing 
of the establishments for manufacture 
and sale of these products when manu- 
facturers have individually demonstrated 
the necessary experience and ability to 
produce miterial which conforms with 
the requirements. 

It is not anticipated that the vaccine 
will be available in any quantity for a 
number of months, and it is doubtful 
whether substantial supplies will 
available before mid-1961. In any case, 
I consider it important to note the com- 
mittee’s recommendation for the inte- 
grated use of the live poliovirus vaccine 


_ with the .presently available vaccine and 


for the rather special requirements con- 
cerning use of live poliovirus vaccine in 
the American population. I shall take up 
certain of the problems raised by the 
committee regarding the optimal use of 
live poliovirus vaccine in the United 
States with appropriate advisory groups, 
such as the State and Territorial health 
officers and representatives of the medi- 
cal and health professions and of the 
voluntary health agencies. 


COMMITTEE 
RECOMMENDATIONS 


The Public Health Service Committee 
on Live Poliovirus Vaccine considers that 
field studies of oral poliovirus vaccines 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. “There is good 


cause to support the belief that many, perhaps. : an 
most, cases of human pyelonephritis are the result . ‘ st 
of infection which reaches the kidney from the 
lower urinary tract.” 
re 
a 
to eradicate the pathogens no matter the pathway 
n 
te 
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FURADANTIN 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion e Rapid antibacterial 
action ¢ Broad bactericidal spectrum ¢ Free from resistance problems @ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 
° NITROFURANS—a unique class of antimicrobials 

EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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have advanced our knowledge to a stage 
where recommendations relating to its 
manufacture can now be written. 

The committee also has considered the 
need for careful analysis of the problems 
associated with adapting such vaccines to 
immunization programs in this country 
and made recommendations thereon. 


VACCINE CHARACTERISTICS AND 
STRAIN SELECTION 


In line with its efforts to further the 
progress of immunization against polio- 
myelitis, the committee met on August 
19, 1960, with technical representatives 
of potential manufacturers, with other 
interested persons, and with the staff of 
the Division of Biologics Standards, Na- 
tional Institutes of Health, for the pur- 
pose of reviewing the proposed require- 
ments for the manufacture and testing of 
live poliovirus vaccine. The amended re- 
quirements which outline the manufac- 
turing and testing objectives will become 
available shortly from the Division of 
Biologics Standards and should be help- 
ful in assisting those manufacturers who 
wish to enter into production. It is hoped 
that manufacturers can proceed without 
delay to develop the necessary experience 
for the mass production of live oral polio- 
virus vaccine. 

The committee feels that three factors 
when considered together make possible 
its recommendation regarding strain se- 
lection. These factors are: (a) Neuro- 
virulence in monkeys, (b) viremia in 
man, and (c) field experience with all 
candidate strains. The committee again 
emphasizes the need for definitive infor- 
mation on the question of viremia in man. 

The committee considers that of the 
strains available for preparing live oral 


to CONTROL DIARRHEA...the traditional and time-tested triad 
of effective and safe agents 


Pleacant taste plus predictable, prompt response in diarrhea 


Parepectolin combines paregoric, pectin, kaolin in a balanced, stable colloidal suspension, 
with a smooth, creamy consistency and a pleasant, mildly aromatic flavor. Parepectolin is 
compatible with antibiotics, and retains its uniform consistency and its good flavor. 


Parepectolin; each fluid ounce—Paregoric (equivalent) 1.0 dram, Pectin 2.5 gr., Kaolin (specially purified) 85 gr. Bottles of 4 and 8 fluid ounces. 


poliovirus vaccine the Sabin type 1 and 
type 2 strains possess the most favorable 
laboratory and field characteristics and 
recommends their use. The committee 


also recommends the use of the Sabin 
type 3 strain which is satisfactory from 
the point of view of neurovirulence al- 
though it has less than optimum immu- 
nogenic capacity and shows a tendency 
to change its neurovirulence character- 
istics after passage in man. The commit- 
tee urges the continued search for a 
superior type 3 strain. All candidate 
strains other than those of Sabin which 
have been studied extensively are of 
greater neurovirulence for monkeys than 
the selected reference. 

The committee expresses the view that 
neurovirulence for monkeys is the most 
important laboratory criterion available. 
This criterion was used for selecting candi- 
date strains and is still the only measur- 
able laboratory property which can be 
assumed to be correlated with neuroviru- 
lence in man. On the basis of the 
information available, the committee rec- 
ommends that the intrathalamic test in 
monkeys be adopted as the criterion for 
neurovirulence and that in order to be 
suitable for vaccine manufacture strains 
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H. RORER, INC. PHILADELPHIA, PENNSYLVANIA | 


should exhibit little or no evidence of 
neurovirulence when inoculated in this 
manner into monkeys. The committee 
considers that. any strain which shows 
neurovirulence for monkeys by causing 
paralysis when administered by the intra- 
muscular route is unsuitable. The com- 
mittee recommends that the intraspinal 
test be retained mainly as a measure of 
the susceptibility of the monkeys used. 
It recommends that the Sabin type 1 
strain be used as a reference in the con- 
duct of these tests. 

The committee took cognizance of the 
great contributions of Dr. Herald Cox 
and of Dr. Hilary Koprowski, who with 
their colleagues promulgated the concept 
of live oral poliomyelitis vaccine and, 
using their own attenuated strains, pro- 


vided much of the crucial information 
which advanced the development of this 
new vaccine. 

The committee concludes that the field 
data now available indicate that while 
good levels of immunity can be obtained 
under certain conditions such levels 
can only be assured by repeated doses. 
Schedules of administration will depend 
upon local conditions since capacity “to 
take” or “immunogenic effectiveness” of 
these vaccines is influenced by a number 
of factors, the most important of which 
is the prevalence of other enteroviruses 
in the community being immunized. The 
committee does not believe that the 
capacity to immunize of any strain is 
such that the require- 
ments should be compromised. 
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Chloraseptic’ 


MOUTHWASH AND GARGLE 


Results of controlled studies* ve 
BACTERICIDAL. “Chloraseptic reduced the Streptocecéus hemo- 


lyticus count 40-70% in the first 24 hours . 


— of the cases were negative . . 


. In 72 hours, 84% 
.Ina comparative study, Chloraseptic 


was found to be more effective than injectable penicillin (600,000 
units) administered every 24 hours.” 


ANESTHETIC. 


“Effective relief from soreness was obtained in less 


than 3 minutes and lasted 2-3 hours.” 
NON-TOXIC and NON-SENSITIZING. “Clinically there 


were no toxic effects.” 


%' 1. Novick, Joel M. and Sodhi, G 


S., Chloraseptic: Evalua- 


tion as a Therapeutic Agent, Medical Annals of the District 
of Columbia, Vol. XXIX, No. 8, August 1960 
2. Blum, Bertram, Evaluation of an Anesthetic Mouthwash, 


to be published 


Free clinical samples available on request 


the chloraseptic company 
400 Victor Bidg., Washington 1, D. C. 


The committee supports the view that 
the Public Health Service has a function 
to perform, extending beyond its regu. 
latory responsibilities, to the end that a 
satisfactory live poliovirus vaccine may 
not only be made available at an early 
date, but may be properly integrated into 
the total pattern of infectious disease pre- 
vention in the United States. 

Because of the unique nature of live 
poliovirus vaccine, with its capacity to 
spread the virus in a limited manner to 
nonvaccinated persons, the committee 
cannot make recommendations for man- 
ufacture without expressing concern about 
the manner in which it may be used. The 
seriousness of this responsibility can be 
illustrated, for example, by the known 
potentiality of reversion to virulence of 
live poliovirus vaccine strains, and the 
possible importance of this feature in the 
community if the vaccine is improperly 
used. 

For example, the vaccine has been 
employed largely in mass administrations 
where most of the susceptibles were si- 
multaneously given the vaccine, thus 
permitting little opportunity for serial 
human transmission; or, it has been ad- 
ministered during a season of the year 
when wild strains have usually shown 
limited capacity for spread. This experi- 
ence should provide the basis for devel- 
oping usable practices for the United 
States. — Respectfully submitted by the 
Committee on Live Poliovirus Vaccine, 
Robert Murray, M.D., chairman. 


Blood pressure 
level and mortality 
among women* 


Elevated blood pressure has an ad- 
verse effect on mortality among women 
but, as with overweight, the impact is 
less severe than among men. The first 
large-scale insurance investigation of the 
relation of blood pressure level to mor- 
tality among women is included in the 
Build and Blood Pressure Study, 1959, 


NEED FOR PLANNED USE OF 
ORAL VACCINE 


In view of the fact that the nationwide 
poliovirus vaccines in the over-all picture 
fo achieve the hoped-for elimination of 
all epidemics of paralytic poliomyelitis, 
the committee emphasizes the need for 
critical assessment of the place of live 
poliovirus vaccines in the overall picture 
of poliomyelitis prevention in the United 
States. The uncoordinated use of live 
poliovirus vaccine is unlikely to accom- 
plish more than has been achieved with 
inactivated poliomyelitis vaccine as pres- 
ently employed. It appears probable that 
only a unified national program which 
utilizes each of the available types of 
vaccine to. its best advantage can accom- 


plish the total prevention of outbreaks. 

The committee must also emphasize 
that when live poliovirus vaccine be- 
comes available generally in this country, 
its use will be more appropriate on a 
community than on an individual basis. 
This will depend upon a number of fac- 
tors, and special recommendations will 
be necessary for the guidance of physi- 
cians, public health officials, and others 
who will be engaged in such programs. 
Attention should be given to such mat- 
ters as administration to special groups; 
for example, very young children, preg- 
nant women, susceptible adults, and oth- 
ers, and even more important is the 
planned continuation of this program as 
long as necessary to achieve and maintain 
the required results. 


of the Society of Actuaries. The study is 
based on the records of women accepted 
for life insurance after medical examina- 
tion, either as standard or substandard 
risks. Apart from those with elevation in 
blood pressure, the insured women were 
free of any impairments which would 
have barred them from obtaining stand- 
ard insurance. 

The mortality ratios among women 
according to age at issue and blood 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1960. 

This article deals with the major findings 
and implications of the Build and Blood Pres- 
sure Study, 1959, recently published by the 
Society of Actuaries. This investigation covered 
the experience of several million people insured 
by 26 large life insurance companies in the 
United States and Canada during the period 
1935-53 
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anesthet . pactericide . 
| : A non-toxig, alkaline solution (buffered to pH g.5) for oral and 
| ‘conditions 
(NDICATIONS: 
phasynsitis and deeP throat infections pre 
2. Tregoat dryness (smoker's cough, etc.) 
4, Fungus infections such as moniliasis qhrush) 
5. peritonsilla® abscess age 
6. Aphthous ulcers and infectious stomatitis ran 
7, Acute oral infections nit 
see pase g53 of your 1960 physicians! pesk peterence™ 
| sable at all stores — with of without sprayer 
| — ac 
: 
= 


pressure level was noted. Data are pre- 
sented only for those cases where both 
the systolic and diastolic readings are 
above the average for insured women as 
a whole, except that in a few cases over 
age 50 the systolic reading was in the 
range of average pressures. Because the 
numbers of deaths in the classes with 
markedly elevated blood pressures are 
rather small, the study is limited to a 
relatively narrow range of blood pres- 
sures. The mortality ratios represent a 
comparison of the number of deaths that 
occurred with the number expected on 
the basis of the mortality for all females 
accepted as standard risks in the re- 
spective age groups. 

For each combination of blood pres- 
sure readings shown in the study, the 
mortality ratios consistently exceed 100 
percent. They also show a distinct up- 
ward trend with increase in either or 
both the systolic and diastolic blood pres- 
sure levels. For example, at issue ages 
40-49 the mortality ratio for women 
with a systolic blood pressure of 138-147 
mm. increases from 131 percent for those 
with diastolic pressures of 83-92 mm. to 
223 percent for those with diastolic pres- 
sures of 93-97 mm. Similarly, at the 
same issue ages the mortality among 
women with diastolic pressures of 83-92 
mm. increases from 118 percent for those 
with systolic pressures of 128-137 mm. to 
189 percent for those with systolic pres- 
sures of 148-157 mm. Furthermore, for 
the relatively small number of women in 
blood pressure classes with greater ele- 
vation than those in the study, mortality 
ratios were markedly higher. While there 
are some exceptions to the upward trend 
of the mortality ratios with increase in 
elevation of blood pressure, these are 
explained, in part at least, by the 
more rigorous selection for insurance of 
women with markedly elevated blood 
pressure. 

For like blood pressure levels, the 
mortality ratios generally decrease with 
advance in age at issue. Thus, among 
women with systolic pressures of 138- 
147 mm. and diastolic pressures of 93-97 
mm., the mortality ratio fell from 223 
percent at issue ages 40-49 to 166 per- 
cent at issue ages 50-59. As in the case 
of men, this trend reflects the larger 
proportion of women with somewhat ele- 
vated blood pressure at the older ages. 
The extent of departure of each of these 
systolic and diastolic groups from the 
average blood pressure, therefore, is 
relatively smaller for the older women. 

Again paralleling the situation among 
men, blood pressures somewhat below 
the average are associated with lowest 
mortality. For example, among women 
with systolic blood pressures of 98-127 
mm. and diastolic pressures of 48-67 
mm. the mortality ratio was about 80 
percent at issue ages 30-49 and about 
70 percent at ages 50-59. 

The findings of the study clearly show 
that, on the whole, women withstand 
the adverse effects of elevated blood 
pressure better than men. For example, 
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at blood pressure levelS of 148-157 mm. 
systolic and 93-97 mm. diastolic, their 
mortality ratio at issue ages 40-49, was 
232 percent of that for all female stand- 
ard risks as compared with 294 percent 
for men, based upon the mortality of all 
standard risks. 

The excess mortality among women 
with elevated blood pressure is attributa- 
ble primarily to two causes—diseases of 
the heart and circulatory . system, and 
vascular lesions of the central nervous 
system. At issue ages 15-69, the mortali- 
ty ratio for heart disease rose from 130 
percent in cases where either the systolic 
or diastolic reading was moderately ele- 
vated, and from 147 percent where both 
were moderately elevated to 192 percent 
where either was greatly elevated, and 


to 340 percent where both were gieatly 
elevated. The corresponding - ratios for 
vascular lesions of the central nervous 
system were 127 percent, 200 percent, 
292 percent, and 525 percent. The data 
for other causes of death were too lim- 
ited in volume to warrant comment. 

- This first large-scale investigation of 
mortality among women according to 
blood pressure reveals a situation which 
parallels that found among men, except 
that the degree of variation in mortality 
is smaller than that for men. Neverthe- 
less, the mortality among women with 
even relatively modest elevation in blood 
pressure as reported at the time of in- 
surance examination, greatly exceeds that 
among women with below-average pres- 
sure. 
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ROBAXISAL, a new dual-acting muscle relaxant-analgesic, effectively treats both skeletal 
muscle spasm and severe pain due to or associated with the spasm. Each Tabiet contains: 


¢ A relaxant component — Robaxin* — widely recognized for its prompt, long-lasting relief of 


painful skeletal muscle spasm, with unusual freedom from undesired side effects........ 400 mg. 


*Methocarbamol ‘Robins’ U.S. Pat. No. 2770649 
e An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 


and which has added value as an anti-inflammatory and anti-rheumatic agent. .. . (5 gr.) 325 mg. 


Rosaxrsat Tablets laminated) in bottles of 100 and 500. 


0 Gm. in 10-cc ampul. Rosaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and $00. 


when anxiety accompanies pain and spasm: ROBAXISAL®-PH (Robaxin® with Phenaphen®). Sedati h analgesi 

jus the equivalent of one Phenaphen capsule (phenacetin 194 mg., acetylsalicylic acid 162 mg., hyoscyamine sulfate 0.031 . 
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Major aspects of American morbidity* 


Typically, the incidence of morbidity 
from acute conditions decreases in fre- 
quency with advance in age. On the 
other hand, the passage of years brings 
with it an increasing accumulation of 
chronic conditions and physical impair- 
ments. The latest data portraying the 
situation in the civilian population of the 
United States outside of institutions make 
an interesting study. These data are 

upon information obtained in 
household interviews conducted as a part 
of the continuing National Health Survey 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1960. 
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of the U. S. Public Health Service. 
During the year ended June 1959, the 
average person had at least two acute 
conditions serious enough to involve 
medical attention or at least one day of 
restriction in activity. At ages under 5 
years, boys had an annual average of 3.7 
acute conditions and girls an average of 
3.3; in later childhood, at ages 5-14 
years, the average was practically the 
same for each sex, namely, 3.0. After 
childhood, the incidence of acute condi- 
tions was greater for females than for 
males, the averages at ages 65 and over 
being 1.6 and 1.1 per person, respectively. 
Respiratory conditions accounted for 


somewhat over half of all acute condj. 
tions occurring during the year ended 
June 1959, with an incidence of 115 per 
100 males and 136 per 100 females at 
all ages combined. Under age 5, the in. 
cidence of respiratory illness among boys 
was as high as 218 per 100, but it de. 
creased progressively with advance in 
age to 69 per 100 males at ages 65 and 
over; for females the corresponding rates 
were 204 and 92 per 100. Ranking sec- 
ond to the respiratory conditions at 
ages under 15 were the infectious and 
parasitic diseases; at ages 15 and over, 
injuries held second rank by a large 


margin. 

One third of the males and nearly 
one fourth of the females, during the one 
year July 1957-June 1958, received an 
injury which required medical attention 
or involved at least one day of restric- 
tion in activity. Proportionately more 
males than females sustained injuries at 
every age group except at 65 years and 
over, where the proportion with injuries 
was nearly twice as high among women 
as among men. At all ages combined, 
home accidents were the most common 
type, accounting for 1 out of every 3 
injuries among males and for 1 out of 
every 2 among females. However, among 
men in the main working ages of life, 
injuries sustained while at work were the 
most numerous. In the year under sur- 
vey, 4 percent of the males and 2 per- 
cent of the females in the population 
were injured in motor vehicle accidents. 

The chronic conditions vary widely in 
the amount of medical care they may re- 
quire and the extent of disability involved. 
Included within this category are, on 
the one hand, such relatively mild con- 
ditions as hay fever and low back pain, 
and at the other extreme, cancer and 
heart disease. Within the period July 
1957-June 1958, about 2 out of every 
5 people had at least one chronic condi- 
tion. The proportion was lowest among 
children, but even at ages under 15 it 
was about 1 in every 5 among males and 
1 in every 6 among females. The preva- 
lence of chronic conditions increased 
sharply with advance in age. Thus, 
among males at ages 15-44 two fifths 
had at least one chronic condition; at 
ages 45-64 the fraction was three fifths, 
and at 65 and over it was three fourths. 
Among women the proportions were 
even higher. About half of the older 
men and women reported two or more 
chronic conditions. 

Although most impairments require 
medical attention at some time, they 
vary in the limitations they impose upon 
the activity of the individual. The fre- 
quency of impairments rose from 5. per 
100 persons under age 25 to 46 per 100 
at ages 65 and over. Impairments of the 
extremities accounted for half the total 
under age 65; after that age, hearing 
impairments were most common. There 
was little difference between the sexes 
in the frequency of impairments not 
caused by injury. However, impairments 
caused by injury were twice as frequent 
among men as among women. 
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The total incidence of side reactions with Madribon 
bad lies below 2 per cent; those that have 
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: Reported effectiveness of Madribon registers 
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going, we must analyze the needs of the 
patient, now and in the future, and we 
must recognize that in the final analysis 
it is the public who will determine what 
the hospital’s future is to be. It is the 
public who will decide what services it 
wishes us to provide, what relationship 
shall exist between hospital, physician 
and patient, and what legislation is 
required to bring about this relationship. 
It is our responsibility to provide leader- 
ship, analyze needs, recommend methods 
to meet those needs, and then to try to 
guide the public into making the wisest 
choice. 


NEEDS OF THE INDIVIDUAL 


We all know that the needs of the 
individual can be stated quite simply: 
medical care, both preventive and cura- 
tive, of a high quality at a price he can 
afford, and protection against loss of 
income during illness. Whether he gets 
this care or not, or even whether it is 
available to him, is much more com- 
plicated. This depends first on the 
patient’s ability to recognize what he 
needs, and his willingness to obtain it. 
Secondly, whether he receives the med- 
ical care he needs depends on whether 
it is available with qualified personnel, 
adequate facilities, an organization that 
permits the effective functioning that 
will speed the return of the ill person to 
health, and whether this can be provided 
at a cost the patient can afford. 

At the present time, a typical patient 
may be subjected to one of two extremes: 
he may be seen by six or seven profes- 
sionals in the medical and allied sciences, 
who may communicate with him, and 
who may or may not communicate with 
each other; or he may be left entirely 
to his own devices at a time when he 
has none. We all have in our hospitals 
people who should not have come there 
in the first place, and who have stayed 
too long, and we know that there are 
many people who should have been 
hospitalized, but who were not. 

We must learn to be concerned with 


Some thoughts 
on the future 
of hospitals* 


Mark Berke, Director, Mount Zion Hospital, 
and Medical Center, San Francisco 


In discussing the future of hospitals, we 
must accept the fact that where we are 


*Reprinted from California’s Health, November 
1, 1960. Presented at the Annual Meeting of 
Administrators of Crippled Children Services, 
Pleasanton, May 5, 1960. 
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going depends in part on hospitals, but 
not in large part. The role of the hos- 
pital in a community is determined to a 
great extent by factors operating out- 
side the hospital itself, beyond the 
control of physicians, administrators and 
Boards of Trustees. Some of the factors 
are: interaction of other community 
agencies on the hospital; basic influences 
that affect the community in general, 
such as recession or inflation; population 
shifts; war; changes in the birth and 
death rates, etc. Both the immediate and 
the more general factors affecting the 
role of the hospital in the community 
determine what kind of patients are 
admitted to the hospital and what the 
needs of the patient are. 

To determine, therefore, where we are 


the care of the patient not simply as a 
patient in a hospital bed, but as an 
individual with a family who needs to 
be helped to avail himself of preventive 
services, of family service agencies, of 
community mental health services, of 
housekeeping services for his wife, of 
homes for his aging parents, of re- 
habilitative services, and of all the other 
community services that can and should 
be available to families when they are 


needed. 


INTEGRATED SERVICES 


One of our main objectives should be 
to obtain rational, integrated services for 
the patient when these are indicated. 
This will not be easy to accomplish. 
Voluntary health insurance, and _ its 
tremendous growth in the United States 
in the past ten years, has contributed 
immeasurably toward this goal, but we 
need even more coverage than is pres- 
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ently available. The most efficient form 
of medical care, and the least costly in 
the long run, is preventive care, and 
prepaid insurance should cover the pa- 
tient vertically as well as horizontally. 
The aim should be to keep the patient 
out of the hospital, not force him into 
it. Yet all this must be provided at a 
reasonable cost, which means that all 
forms of medical care must be more 
efficiently organized than they are today. 

I think that group practice may well 
be worthy of consideration as one of 
the answers. It is interesting to speculate 
whether small groups of physicians, 
organized in professional competition 
with each other, physically located close 
to a common hospital and accepting 
patients on a prepayment basis, would 
produce both lower rates and better 
medical care. I believe they might, and 
that such an arrangement, or something 
similar, will be common in the not-too- 
distant future. 


RELATIONSHIP TO MEDICAL EDUCATION 


Another aspect of hospitals that must 
necessarily be modified is their relation- 
ship to medical education. In our system 
of training physicians, the voluntary 
hospital is an essential component of 
medical education, but this imposes a 
financial burden that it is becoming 
increasingly difficult to meet. Teaching 
on private patients has been moderately 
successful, but we still need large num- 
bers of clinic patients, especially in 
obstetrics and the surgical specialties. 
Not only are the number of clinic 
patients dwindling because of health 
insurance, but also those clinic patients 
still available represent a major cost item 
to the hospital. Funds from communal 
agencies become less adequate each 
year; yet the treatment of all indigent 
patients in county or city institutions 
defeats the purpose of the medical edu- 
cation program in the voluntary hospital 
and could pose a real threat to the num- 
bers and quality of available physicians 
in future years. Ways must be found of 
reducing the cost of the free work in 
voluntary hospitals and at the same time 
of assuring sufficient patients for a 
worth-while teaching program. Tax sup- 
port may be part of the answer, but 
here again we must realize that this is a 
shifting of sources of revenue with a 
corresponding increase in overhead costs. 
It would be more effective to consider 
a plan for local governmental purchase 
of hospitalization insurance for the med- 
ically indigent, perhaps in conjunction 
with communal fund-raising agencies, to 
the end that the hospitals may receive 
their costs of caring for these patients. 

It may be that this is impractical and 
that a critical reappraisal of our medical 
education program is necessary. Perhaps 
we should be training our physicians by 
the preceptorship method rather than 
the more organized, although relatively 
informal, hospital residency and intern- 
ship program. 
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“R Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic) neuritis if treatment 

with Protamide is started promptly after onset. 

Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 

For example, in a 4-year study’ and a 26-month study? 

a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only 1 or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 


less injections 


Thus, the neuritis patient’s first visit—especially an early one— 
affords the opportunity to speed his personal “R Day.” 
Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 
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CARE OF THE LONG-TERM PATIENT 


Changes in medical education will 
obviously be slower in arrival than 
changes in nursing education, for ex- 
ample, but they must be thought about, 
and it is not too early to do so now. 

We speak rather glibly, in the hospital 
field, of the hospital’s being the center 
of the medical wheel of services, and of 
its being a “general” hospital. For- 
tunately, the trend now seems to be in 
the direction of placing acutely ill pa- 
tients of all types within the walls of 
the general hospital. This still evades 
America’s main medical problem—the 
care of the long-term patient, the patient 
whom we so casually categorize as 


chronically ill, or in need of domiciliary 


care, and the patient whom we have 
relegated to what we think of as a 
secondary level of care in a separate 
institution. Dr. Bluestone! has pointed 
out many times, and so have many 
others, that patients cannot be artificially 
categorized as acute, chronic, or domi- 
ciliary, but that they change rapidly 
back and forth among these categories— 
or they can, if given adequate and com- 
petent care. 

The use of the word “rehabilitation” 
is becoming a fad today, but certainly 
few if any communities can afford the 
financial luxury of providing life-long 
nursing home care to an_ increasing 
number of aging patients who, if treated 
early and adequately, can be taken out 
of an institution and restored to a useful 
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Only a single prescription provides: 


R * symptomatic relief of aches, 
pains, fever, coryza and 
rhinorrhea associated with 
upper respiratory infections 


* effective antibiotic action 
against secondary infections 
caused by tetracycline- 
sensitive pathogens 


Each 
TETREX-APC with BRISTAMIN 
Capsule contains: 
ANTIBIOTIC 
TETREX (tetracycline phosphate 
complex equivalent to 


tetracycline 125 mg. 
ANALGESIC — ANTIPYRETIC 
Aspirin 150 mg. 
120 mg. 
Caffeine. 30 mg. 


ANTIHISTAMINIC 
BRISTAMIN (phenyltoloxamine 
citrate) 5 mg. 
Dosage: Adults: 2 capsules 3 or 4 times a 
day for 3 to 5 days. 
Children: 6 to 12 yrs.: One-half 
the adult dose. 


Supplied: Bottles of 24 and 100 capsules. 


According to a report by the 
Council on Drugs of the American 
Medical Association,* antibiotics 
may be administered for 
prophylaxis against secondary 
bacterial invaders in the following 
types of patients with influenza: 
pregnant women; debilitated 
infants; older individuals; patients 
being treated for other bacterial 
infections with chemotherapeutic 
agents; and patients with chronic, 
nonallergic respiratory disease. 


*Council on Drugs. J.A.M.A. 165:58 (Sept. 7) 1957. 


BRISTOL) 


BRISTOL LABORATORIES 
Div. of Bristol-Myers Co. 
SYRACUSE, NEW YORK 


factors that influence hospital care— 
factors over which the hospital has 
absolutely no control, but which will 
have a direct or indirect effect on its 
program. 


The Population Shift e The slowest- 
growing group will be that one between 
the ages of 25 and 64—the segment 
which bears the major responsibilities 
for maintenance of families. It is esti- 
mated that this group will grow from 8] 
million in 1956 to 96 million by 1975, 
a growth of slightly less than 20 per cent 
The population under 18 will increase by 
about 20 million, or roughly 35 per cent. 
By 1975 it is estimated there will be 
22 million people aged 65 and over, 
compared with the 14.5 million in 1956, 
This represents an increase of 7.5 million 
persons in this age group, or 52 per cent. 

These figures have some important 
implications for all of us: 

a. A smaller portion of the population 
will be earning the money with which 
to pay hospital bills. 

b. There will be an increase in the 
number of births in hospitals, and there- 
fore of expenses for deliveries. 

c. Unless some realistic program for 
financing the care of the aged is put 
into effect shortly, the problems we now 
have concerning the care of the aged 
will be even more acute. 

While it can be argued that the larger 
proportion of younger and _ healthier 
people will reduce the needs for hos- 
pitalization, the figures on the needs of 
the aged indicate that the latter group 
will more than offset any gains. 

In this connection, a report made by 
the Blue Cross Commission in 19574 
states that “the excess cost for ages 65 
and over measured in days of hospital- 
ization would be most probably some- 
where between 2.5 and 3.0 days per 
year per person. This is equivalent to 
saying that the cost of hospitalization of 
persons 65 and over is from three to 
four times that for those under age 65.” 
These data are supported by other 
studies. 

Another significant fact, uncovered by 


measure of economic and social life 
within the community. 

On the other hand, Dr. Bluestone has 
pointed out that whenever we success- 
fully add a hospital facility within a 
custodial institution in order to perform 
this necessary rehabilitation function, we 
will find that we have added another 
general hospital to the community. To 
avoid such an eventuality, and to assure 
the most efficient and most economical 
level of patient care, all hospitals should 
be geared to the care of the long-term 
patient. 

COORDINATION OF SERVICES 


Use of the general hospital and of 
the home, together with home medical 
care to fill any gaps in care, plus the 
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use of substitute homes when necessary, 
will provide an integrated program that 
will be better and cheaper in the long 
run than a multiplicity of uncoordinated 
facilities and services in the community. 

The late Professor C-E. A. Winslow,2 
the dean of public health, said: “Proper 
integration of hospital and chronic serv- 
ices with provision for home care and 
with public health is vital.” Dr. Breslow 
has stressed the importance of this co- 
ordination and has pointed out how 
difficult this task will be, particularly 
because of the deeply entrenched pat- 
terns for provision of care that already 
exist. 

EXTERNAL FACTORS 


Now let us look at some of the external 


the Metropolitan Life Insurance Com- 
pany, is that the rate of usage for the 
upper middle-aged is apparently not very 
much less than it is for the aged. We 
have traditionally used “age 65” as a 
dividing line, while apparently it should 
be realistically thought of more as a 
point of the upward curve of hospital 
usage. 

At any rate, it is obvious that the 
population shift will be translated into 
a greater utilization of hospitals, and, 
therefore, increased expenses for hospital 
care. 


The Urban-Rural Shift: Working Wives 
and Smaller Homes e A survey made 
in 1956 by the Bureau of the Census 
showed that the number of working wives 
had increased by about five million, or 
almost two-thirds, in the preceding ten 
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years. The era of the housemaid has 
practically vanished, and less and less 
frequently is there someone whe can stay 
home to take care of the person who is 
sick. Houses are smaller, so there is less 
often either a possibility or a willingness 
for a family to take in and care for an 
ill relative. From the standpoint of the 
family, it is more reasonable for the 
patient to be hospitalized, providing 
funds are available to pay the bill. 

If this is related to the increase in the 

older age group, and to the inevitable 
corresponding increase in chronic dis- 
ease, we can see how urgent it is to 
devise some means of providing medical 
care to this group, other than in institu- 
tions. 
Another fact that contributes to the 
increased use of hospitals is the shift of 
the population from the rural to the 
urban centers of population. The availa- 
bility of hospitals, and the greater hazards 
of city living, undoubtedly contribute to 
the greater use of hospitals by the urban 
dweller. 


The Effects of a Higher Educational Level 
and its Product—a More Sophisticated 
Public @ Studies have shown that the 
level of education of the individual has 
a direct influence on his readiness to be 
hospitalized. The average education of all 
adults in the nation has risen from nine 
years in 1950 to ten and one-half years 
in 1957, while the number of college 
graduates increased by 32 per cent. To 
meet the demands of industry and society 
for a better-educated level of personnel, 
our colleges and universities are prepar- 
ing to enroll more than double the num- 
ber of students by 1970. It is safe to 
predict that this development will of 
itself result in an increased demand for, 
and use of, hospital facilities in particu- 
lar, and medical care generally. 

Interestingly enough, the level of so- 
phistication of the public is yet another 
external influence on the utilization of 
hospitals, and therefore of hospital costs. 
The various communications media—the 
press, television and radio—have dis- 
covered the curiosity of the public in 
regard to medicine and medical care, and 
it is difficult to come in contact with any 
of these media without learning about 
some new drug, or discovery, or contro- 
versy related to medicine. 

The standard of living has been rising 
fairly steadily for a relatively long period 
of time, and the public has incorporated 
adequate hospital care as a usual and 
expected part of living. This requires that 
some hospitals provide facilities compara- 
ble to the best hotels, much to their 
consternation. “The effect on the patient’s 
recovery is debatable, but the effect on 
the hospital’s unit cost is significant.”5 


Trends in Mortality and Morbidity e 
This external influence is perhaps the 
most fascinating one to speculate on, 
because it bears within itself the seeds 
of the future growth and emphasis of 
the hospital field. 
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SeeecT YOUR OWN TRACE! 
(NOW-CHOOSE FROM 16 
AVAILABLE STYLES OF 
ELECTROCARDIOGRAPH 


TRACING BASE 
LINE WIDTH 


Husive feature of the Birtcher 300-R electrocardiograph 


| The width of electrocardiograph base line has 
= always been a matter of concern’'to Cardiogra- 


 phers. Some have maintained that the narrowest 


possible base line is desirable since it does not 
| conceal any information. Some have felt that a 
= wide, black line is easier to read, and is better 
os for photography where publication or micro- 
filming are required. Others prefer values 
between the two extremes. But, since base line 
widths have only been variable in minor degree 
through stylus temperature adjustment, precise 
selection has heretofore been unobtainable. 
Now, with the Birtcher 300-R Electrocardio- 
graph, you can select from 16 available styles, 
exactly the base line width you require. 
Send for a free brochure illustrating 16 varia- 
tions in base line density of actual ECG traces. 


Please send me the brochure illustrati: 
in base line density which are available with the 
Birtcher 300-R Electrocardiogram. 


16 variations 


city 


ZONE — STATE 


JOA-1260 


4371 VALLEY BOULEVARD 
LOS ANGELES 32, CALIFORNIA 


THE BIRTCHER CORPORATION RB 


There have been radical changes in 
the past 50 years in the incidence of the 
diseases and conditions for which patients 
have been hospitalized. There has been a 
46 per cent reduction in the mortality 
rate and an increase in average life ex- 
pectancy to nearly 70 years. 

One of the more recent worries in the 
hospital world is the accentuation of the 
problems of staphylococcal infection, to 
which the uncritical use of antibiotics 
has probably contributed. To combat 
this, we are now forced to adjust our 
medical and nursing techniques and our 
ideas about isolation in general hospitals. 
Unexpected additional costs are involved, 
such as increased laundry expenses to 
assure the sterility of linens. 

The most marked change in the past 
ten years has been the fall in tuberculosis 


mortality, which presages the end of a 
special institution for the diagnosis and 
treatment of this disease. On the other 
hand, chronic bronchitis is taking an in- 
creasing toll of human life, and it will 
occupy the attention of chest physicians 
to an increasing extent in the future. 
General medicine has gained from 
the introduction of powerful therapeutic 
agents: the antibiotics, anticoagulants 
and steroid compounds. Although of 
inestimable value, the use of such drugs 
has frequently increased the load on hos- 
pital staffs, for the fact that they are 
powerful agents calls for careful clinical 
and laboratory control of their use. 
Interestingly enough, chemotherapy has 
reduced the need for some surgery, 
especially in the ear, nose and throat 
conditions, and it is altogether possible 
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quick, accurate early pregnancy diagnosis... 


new, 3-day oral test for pregnancy 
Pro-Duosterone’ 


anhydrohydroxyprogesterone 50.00 mg. 
activated by ethinyl estradiol 0.03 mg. | Pe tablet 


safe... physiologic.. 


. therapeutic 


Pregnancy is now diagnosed safely, simply and accurately in its earliest weeks by oral 
administration of four Pro-DuosTERoNE® tablets daily for three consecutive days. In 
the nonpregnant patient uterine bleeding usually occurs 3 to 7 days after progesterone 
therapy.! No bleeding occurs when pregnancy exists, and gestation is protected.? More- 
over, in short-term functional amenorrhea regular cycles are usually restored by oral 
progestogen.! Speed and precision of this test are unsurpassed, and “‘no laboratory 
equipment, animals, or specimens are needed.’”! The 3-day, oral Pro-DuosTERONE test 
for pregnancy is also less costly than biologic methods. Diagnostic and therapeutic 
efficiency is assured by the small estrogen component of Pro-DuosTERONE since 
“Progesterone has no action whatsoever in the absence of estrogens.’’8 ¢ 

Supplied: bottles of 24 tablets. Roussel Corporation, 155 E. 44th St., New York 17 


1, Hayden, G.E.: Am. J. Obs. & Gynec. 76:271, 1958. 2. New & Nonofficial Drugs: J.A.M.A. 168:181, 1958. 3. Page, E.W.: GP 9:53, 1954. 


vances, as is pathology, and the use of 
the general hospital for psychiatry. Great 
advances are taking place in the treats 
ment of rheumatic and neurological cons 
ditions and in the field of plastic surgery, 

As a matter of fact, we are on the 
verge of explosive developments in medi 
cal care, which may come so fast in the 
next ten years as to make the last decade 
or two, with all their innovations in medi- 
cal care, look rather like the dark ages of 
medicine. Most of these changes will calf 
for special consideration and planning 
and will require that the hospital change 
its role to provide the new services 


needed. 


Coordination of Facilities ¢ The impact 
of the changes referred to above should 
give added impetus to the far-too-slow 
acceptance of the need for coordinated 
regional planning of hospitals. We are 
rapidly approaching a time when it will 
no longer be economically feasible or 
practical for each hospital to be an in- 
dependent, self-sufficient enterprise, pur- 
chasing equipment for its own use 
without regard to the needs of the 
community. For example, in the San 
Francisco Bay area there are at least five 
hospitals that are approved for open- 
heart surgery—a complicated and expen- 
sive facility to install and operate. Other 
hospitals are in the process of attempting 
to gain approval, yet to meet the needs 
of the area, three facilities would prob- 
ably be sufficient. 

Similarly, there are at least six, and 
probably more, electroencephalograph 
machines in use in San Francisco, of 
which not more than one or two are fully 
utilized. At the present time, several hos- 
pitals are considering the use of cobalt 
units—at $60,000 per unit. How many 
of these does San Francisco need? 

The planning of facilities on a co- 
ordinated regional basis is one of the 
most fertile areas for cost reductions; but 
unfortunately it is one of the most dif_i- 
cult to achieve, involving as it does the 
autonomy of individual Boards of Di- 
rectors, medical staffs and hospital ad- 
ministrations, each with its own vested 


that other surgical procedures may give 
way eventually to drug therapy. 

Certain other surgical procedures have 
increased, as, for example, heart surgery, 
aided by the development of modern 
anesthesia; and eye surgery—this being 
due partly to the need for treatment of 
older people with cataracts, and partly 
to the better diagnosis of visual defects 
in school children. 

Along with the steady fall in infant 
mortality, and the use of drugs, fewer 
children appear to need admission to the 
hospital; but, almost as though there is 
a natural law of balance involved, re- 
duced costs in this direction are being 
offset by the newer and more expensive 
ideas about the psychological and emo- 
tional effect of hospitalization on chil- 
dren. 


A-138 


The realm of the chronic sick has been 
referred to several times, and implicit 
in adequate care here is earlier medical 
treatment and active rehabilitation to re- 
duce the number of days which patients 
need to spend in the hospital. This in 
turn is dependent on the development 
of one of the newer specialties—physical 
medicine—which is concerned with the 
early rehabilitation of patients. More at- 
tention will be paid to the somewhat 
large space requirements of physical 
medicine, because around this will be 
built the day hospital of the future— 
a relatively new concept that involves 
the attendance of patients at the hospital 
for observation, care and treatment dur- 
ing the day, returning home at the end 
of the day and for week ends. 


Radiotherapy is making rapid ad- 


interests, its own philosophy, and _ its 
own desires. 
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How much blood loss a patient can withstand depends on many factors. However, the wisdom of 
holding blood loss to a minimum is generally accepted. 

Clinical studies show increased capillary permeability and fragility cause abnormal bleeding four times 
as often as do coagulative and other intravascular defects.’ 

Adrenosem decreases capillary permeability and promotes the retraction of severed capillary ends by 
restoring normal tone to capillary walls. Thus Adrenosem controls the primary cause of abnormal 
bleeding. 


IN SURGERY ... Administered preoperatively, Adrenosem 1. Haden, R.L., Schneider, R.H., and Underwood, L.C.: 
Ann, N.Y. Acad. Sc., 49:641 (May 11, 1948). 


protects against excessive bleeding from small vessels, adding 
2. Cheraskin, €.: J. Am, Dent, Assn., 58:17 (Apr., 1959). 


extra safety and providing a clearer operative field. Post- 

operatively, Adrenosem reduces seepage and oozing. 

NON-SURGICAL . . Adrenosem controls internal bleeding (| 

giectasia, purpura, ecchymosis, ulcerative colitis, and others. if e fl 0 S e Mm 
SALICYLATE 

THE S.E. MASSENGILL COMPANY (Brand of carbazochrome salicylate) 


associated with vascular pathosis, as in peptic ulcer, telan- 
BRISTOL, TENN. « NEW YORK ¢ KANSAS CITY * SAN FRANCISCO *U. S. Pat. Nos. 2581850, 2506294 


for safe, effective hemostasis ... proven by 30 published clinical studies* 


SALICYLATE (Brand of carbazochrome salicylate) 


Over six years of clinical use and millions of doses prove the effectiveness and 
safety of Adrenosem. At recommended dosage levels there are no contraindications. 


Supplied: 


Ampuls 5 mg., 1 cc.: packages of 5 and 100 
10 mg., 2 cc.: packages of 5 


Tablets 1 mg. (s.c. orange): bottles of 50 


2.5 mg., (s.c. yellow): 


bottles of 50 


Syrup 2.5 mg. to each 5 cc. (1 teaspoonful): 4-0z. bottles 
Potency of all dosage forms is stated in terms of the active 
ingredient, adrenochrome monosemicarbazone. 


A detailed brochure is available on request. 
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Living arrangements 
and mobility 
of the aged* 


About three fourths of the aged popu- 
lation in the United States live in fami- 
lies, almost one fourth live alone or in 
households with no relative present, and 
only a small fraction are in institutions. 
Also, the aged who are not in the labor 
force are more likely to change residence 
than those who are still in it. 

Throughout the older ages, a larger 
proportion of men than women live in 
families. Moreover, for each sex the pro- 
portion decreases with advance in age as, 
with increasing frequency, families are 
broken by death. Thus, a survey in 
March 1959 showed that in the age 
group 65-74 years, 84 percent of the 
men and 71 percent of the women were 
living in families; at ages 75 and over 
the proportions fell to 75 percent and 65 
percent, respectively. The higher per- 
centage of older men than women living 
in families reflects the fact that widowers 
are considerably fewer than widows at 
these ages. 

Most aged not living in a family either 
live alone or with one or more individ- 
uals not related to them. The proportions 
living under such arrangements increase 
with advance in age, and are greater 
for females than for males. In March 
1959, at ages 65-74 these proportions 
were 28 percent for the females and 14 
percent for the males; at ages 75 and 
over, the comparable figures were 31 
percent and 21 percent. These findings 
are by no means indicative of a deterio- 
rating living situation with advance in 
age. In many instances, an aged person, 
either because of sentiment or inertia, 
may not want to leave an accustomed 
environment when the spouse dies. Fur- 
thermore, these data do not take account 
of a common situation where an aged 
person living alone has a married child 
occupying another apartment in the same 
house or nearby in the community. Thus, 
the usually available census data are 
hardly adequate to give an insight into 
the family relationships of the aged or 
of the resources available to them in time 
of need. 

During the period from 1950 to 1959, 
the proportion of aged females living in 
families decreased. Males, on the other 
hand, showed little appreciable change. 
At the same time, there is some indica- 
tion of a decline in the proportion of 
aged men and women living in institu- 
tions. The data for females at ages 75 
and over are illustrative. The proportion 
living in families fell from 69 percent 
in 1950 to 65 percent in 1959; those 
living alone or with no relative present 
in the household rose from 25 percent 


*Reprinted from Statistical Bulletin, Metro- 
Politan Life Insurance Company, August 1960. 
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Almost painless. No patient apprehension. 
No blood, no heat, no smoke, no infection. 
Exact control, general utility. Profitable. Kit 
is complete with easy directions. Write for 
literature or send us your order. One KIT is 
al enough for hundreds of cauterizations. 


KAHLENBERG LABORATORIES 
P.O. BOX 1660 


SARASOTA, FLORIDA 


to 31 percent, while the inmates of 
institutions decreased from 5.8 percent 
to 4.4 percent. To some extent, these 
shifts reflect an improvement in the 
economic status of the aged. An elderly 
widow, for example, may prefer to live 
apart from married childen if she has the 
resources and remains in good health. 
Also contributing, in some degree, to 
the rise in the proportion of aged living 
outside of families is the relatively rapid 
increase in numbers surviving to the 
extreme ages of life. 

As expected, the aged are less likely 
than younger persons to change their 
place of residence. During the year from 
March 1957 to March 1958, 90 percent 
of those at ages 65 and over did not 
move, compared with 77 percent for 
younger males and 80 percent for young- 


er females. However, the aged not in 
the labor force move considerably more 
often than those who are still at work 
or looking for work. Eleven and three- 
tenths percent of aged males outside the 
labor force moved within the year, com- 
pared with 6.4 percent for those still in 
it; also, those no longer working moved 
greater distances. 

There is an evident need for studies 
on the living arrangements and family 
ties of the aged beyond those presently 
available from census sources. It is essen- 
tial to know not only whether or not the 
aged live in families but also the strength 
of family relationships. Studies up to this 
point, in the United States and else- 
where, indicate a continuance of close 
relationships between the aged and their 
children, particularly in time of need. 
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THE FIRST MEDICATION FOR SIMULTANEOUS, OVER-ALL 
MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


NEW 


combines 3 superior agents in 1 tablet for more comprehensive treatment: 


=LEXIN® Zoxazolaminet, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. 


Covcnicine, 0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1.5.6 


TYLENOL Acetaminophen, 300 mg.: the effective 
nonirritating analgesic”? which relieves chronic aches 
and pains without interfering with uricosuric action.®.9 
Average Dose: One tablet three times a day after meals. 

Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage is available upon 
request. 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yii, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology ir Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R.. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 
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PLACEBO... 
for Aching Feet! 


Persistent foot fatigue and related 
discomforts are very real problems to the 
patient. They may tie back to chronic 

foot strains and to the patient's individual 
shoe-fitting problems. Miss or 

Mrs. Patient (men, too, of course) may 
demand relief, but still won’t accept 
unstylish “corrective” shoes. May we, for 
the twelfth year in these columns, 

call your attention to Burns Cuboids? 


Individually fitted from 248 styles and 
sizes, Cuboid Shoe Inserts when worn in 
any sensible shoe are designed to 

“break in” and take form that adapts the 
shoe to the plantar area of the patient’s 
foot. Leading shoe stores and shoe 
departments have Cuboids, and 

trained fitters. 


Aspecial data sheet describing the functions of Cuboid 
Shoe Inserts is available to doctors on request. 


BURNS CUBOID CO. 
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Santa Ana - California 
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American Osteopathic Assn. 


212 E. Ohie St., Chicago 11, Illinois 
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Incidence 
of poliomyelitis 
decreases* 


It now appears quite certain that the 
incidence of poliomyelitis in the United 
States for the full year 1960 will be 
appreciably below that for any year 
since the introduction of the Salk vaccine 
in 1955, and far below the annual num- 
ber of cases in the pre-Salk period. On 
the basis of the 2,127 cases of the dis- 
ease reported in the first 38 weeks of 
1960, it is estimated that there will be 
approximately 3,000 cases by the year’s 
end. This compares with 8,425 cases 
reported for 1959, and with 5,485 for 
1957, the smallest number for any year 
since 1942. In 1955, about 29,000 cases 
were reported, and in the immediate 
pre-Salk era, 1950-54, the annual num- 
ber averaged close to 39,000. 

Of the poliomyelitis cases reported so 
far in the current year, 1,431, or 67 per 
cent of the total, were as para- 
lytic, compared with 62 per cent a year 
ago. The number of paralytic cases re- 
ported to date is not appreciably dif- 
ferent from that for the like period of 
1957, although the total number of cases 
is less than half that reported three 


years ago. 

The table shows the recent trend in 
the incidence of poliomyelitis by geo- 
grahic division. In all nine areas, the 
number of cases per 100,000 population 
was lower in each of the years 1956 
through 1959 than in 1955 or the period 
immediately preceding. In the Middle 
Atlantic States, for example, the case rate 
per 100,000 population decreased from 
15.8 in 1950-54 to 12.6 in 1955, then 
fell sharply to 1.0 in 1957, after which 
it rose moderately to 2.4 in 1959. The 
fluctuations in the poliomyelitis case rate 
have been even more marked in the 
New England States. In that area, the 
rate in 1955 was 57.7 per 100,000, or 
nearly 4 times that in 1950-54; it fell 
precipitously to 2.6 in 1956, and further 
to less than 1 per 100,000 in 1957 and 
1958. Although the case rate rose to 4.1 
per 100,000 in 1959, this was still only 
about one fourth that in the pre-Salk 
period and less than one tenth that in 
1955. 

The decreased incidence of poliomye- 
litis since the introduction of the Salk 
vaccine is of course reflected in the 
record of individual States, not shown in 
the table. In 1959, only 7 States in con- 
tinental United States had case rates of 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, September 1960. 
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INCIDENCE OF POLIOMYELITIS BY GEOGRAPHIC DIVISION 
United States, 1950-54 to 1959 


Recent and future 


Cases per 100,000 Population 


Area 


mortality trends* 


1959 1958 1957 1956 1955 1950-54° 


United States 4.8 3.3 3.2 9.1 17.6 24.9 During the past two decades, mortality 
in the general population of the United 
New England 4.1 0.9 0.9 2.6 87.7 15.1 States has decreased markedly. The re- 
Middle Atlantic 2.4 » Hi | 1.0 3.6 12.6 15.8 ductions can be attributed in substantial 
East North Central 3.4 5.6 3.7 12.1 20.4 28.4 part to advances in medicine—including 
West North Central 9.8 2.8 3.0 10.7 14.2 42.5 the introduction of antibiotics—improve- 
South Atlantic | 3.4 a5 6.2 10.2 17.9 ment in surgical techniques, and more 
East South Central 7.3 3.2 3.5 6.5 8.9 20.5 and better medical and hospital services, 
West South Central 6.8 4.8 6.6 15.2 17.9 29.3 To an even greater extent, the gains 
Mountain 3.0 3.1 3.5 13.7 18.5 35.8 reflect the continued rise in the standard 
Pacific 4.7 1.8 4.1 13.9 17.6 30.1 of living. 


Among white persons the greatest re- 
ductions in mortality took place in the 
period immediately after World War II, 


®Annual average. 
Source of basic data: The National Foundation and the National Office of Vital Statistics. 


10 or more per 100,000 population, the 
highest being Arkansas with a rate of 
17.7. In 1957, there was not a single 
State with a case rate as high as 10 per 
100,000. In contrast, 39 States had case 
rates exceeding 10 per 100,000 in 1955; 
in 1950-54, not a single State had a rate 
as low as 10. 

It now appears that poliomyelitis can 


States. The Salk vaccine has proved to 
be a potent weapon against the disease, 
but unfortunately large sections of the 
population have failed to avail themselves 
of its benefits. By the middle of next 
year it is expected that an oral vaccine 
will be available in large quantities. In 
the meantime, the Public Health Service 
urges that the widest use be made of the 


that is, from 1943-46 to 1947-50. During 
the 1950’s, however, the improvement in 
mortality was relatively small. In the 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June 1960. 
This article is based upon a paper, “The Trend 
of Mortality in the United States,” by Edward 
A. Lew, Actuary and Statistician of the Metro- 
politan Life Insurance Company, presented at 
the International Congress of Actuaries, held in 
Brussels, June 15-22, 1960. 


be virtually eradicated in the United Salk vaccine. 
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ach component contributes to the efficacy of 


nasal staffi- 


, and 


potent antihistaminic— relieves 
ness, sneezing, lacrimation, itching 


bronchia! 


proved expectorants —liquety and Joosen tena- 


congestion 


cious muens... help clearthe respiratory tree 


time-tested antispasmodic —decreases broncho- 


spasin; helps quiet the. cough reflex 
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syrup sOothes raw, irritated throat mem- 
branes. pleasant tastéis readily acceptable 


Menthol . 


BENYEEN EXPECTORANT Coptains in each 
ounce? 
Benadryl® hydrochloride “80 mg. 
(diphenhydramine hydrochloride, Parke- Davis) oe 
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ounce and 1- gallon bottles: 
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GHRONIG URINAR 
INFECTIONS 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non- 
toxic, does not produce drug-fastness, pro- 
vides simple dosage, and is economical for 
long term therapy. 

Urolitia rapidly controls E. coli, S. albus, 
and S. aureus infection. Its soothing action 
is due to the prompt release of Triticum and 
Zea extractives by the kidney into the in- 
flamed bladder. 


Samples on Request 


Urolitia is especially useful for elderly patients 
with residual urine due to cystocele or enlarged 
prostate, in whom permanent sterilization of the 
urine cannot be expected. 


CONTAINS NO DYES 
Urolitia—each tablespoonful contains; 


Lithium 5 gr. 


In a soothing, demulcent menstruum of 
Triticum and Zea. 
Dese: 1 Ths. in 4% cup warm water % hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fi. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 


Chicago 12, Illinois 


PRURITUS ANI 


Treated Orally with 


Borcherdt's 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER LIQUID 


shows good results. We would like to 
send you the recently published paper 
by Dr. Louis H. Brooks who says, 


“It was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was geomet remis of symp 
which was followed by improvement in the 
condition of the tissue of the anal canal and 
the perianal skin.* 

Malt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necessary. Diabetic a should 
allow for 60 ealecies for each tablespoonful. 

Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 

Two — | twice a day 
is the usua ddies jose and this may be 
reduced to two tablespoonfuls at bed time 
when satisfactory results are secured. 

Malt Soup Extract is available in liquid and 

wder form in 8 oz. and 16 oz. jars at most 


rug stores coast to coast. 
*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
on your request 


Borcherdt Company 


217 North Wolcott Avenue, Chicege 2, Ill. 
in Canada: Chemo Drug Co. Lid., Toronto, Ont. 


nonwhite population, the downward trend 
in mortality was quite rapid throughout 
the period under review. Nevertheless, 
the death rate for nonwhite males is still 
from 114 to 214 times that for white 
males in the age groups from 15 to 74 
years; the disparity is even greater for 
females. 

Mortality has been decreasing much 
more rapidly among females than among 
males, with the result that the sex dif- 
ference in mortality has been increasing, 
particularly for white persons. 

The lower socio-economic strata of the 
population have apparently benefited to 
a much greater extent from the forces 
tending to lower mortality than have the 
middle socio-economic groups. Although 
no definitive information is available on 
mortality by socio-economic class in the 
United States, two special studies shed 
some light on mortality trends among 
men by occupational class. The disparity 
in mortality between the professional 
and managerial occupations and the 
semiskilled workers narrowed appreci- 
ably between 1930 and 1950. Similarly, 
agricultural workers no longer enjoy as 
marked an advantage in mortality as 
they did in the earlier period. A number 
of recent studies by life insurance com- 
panies among persons insured under or- 
dinary policies also indicate that the 
mortality of skilled and of semiskilled 
workers has improved to a striking de- 
gree during the postwar years. Thus, the 
experience of the Metropolitan Life In- 
surance Company for the past two dec- 
ades shows that decreases in mortality 
among Industrial policyholders, largely 
wage-earners and their families, have 
been much greater than those among 
Ordinary policyholders, who are drawn 
mainly from the middle socio-economic 
strata of the population. 

The future course of mortality is nec- 
essarily a matter of conjecture, but it is 
quite clear that some of the major fac- 
tors responsible for the long-term de- 
crease in mortality have largely run 
their course. Even though further reduc- 
tions in the death rates from tubercu- 
losis, influenza and pneumonia, and 
other communicable diseases may be ex- 
pected, they cannot appreciably decrease 
the total mortality rate. Nor is a further 
rise in living standards likely to have as 
great an impact on mortality in the fu- 
ture as it had in the past. Success in 
solving some medical and public health 
problems may create new ones; the in- 
troduction of antibiotics was soon fol- 
lowed by the development of antibiotic 
resistant strains of bacteria. 

Modern city life subjects men to new 
physical hazards and emotional stresses. 
Increased use of various forms of chemi- 
cal energy in industry and transportation 
is accompanied by air pollution and by 
growing exposure to a wide variety of 
chemical agents. Rising living standards 
bring the dangers of too rich or too 
abundant food. The long-range effects 
of atomic energy likewise pose many 
questions. 


Inasmuch as the magnitude of future 
reductions in mortality will depend 
largely on the trend of death rates from 
heart disease and cancer, the experience 
of the past fifty years is not a very 
pertinent guide to the future. The likeli- 
hood is that whatever changes in mor- 
tality may come, their nature and char- 
acteristics will be quite different from 
those of the recent past. Unfavorable 
factors stemming from some of the 
newer developments may play an im- 
portant role. In addition, the adverse 
effect on mortality at the older ages of 
prolonging the life of increasing numbers 
of persons with serious impairments, 
such as diabetes, cannot be disregarded, 

On the other hand, mortality rates in 
Western Europe and North America 
have been declining for more than a 
century, and the resources for combating 
many diseases are greater today than 
ever before. With the great amount of 
research being done on heart disease, 
cancer, and many other diseases and 
with continuing advances in medical 
practice, we can view the future with 
optimism. 


Joint effect of 
blood pressure 
level and 


impairments* 


The relatively high mortality found 
among persons with above-average blood 
pressure is increased further when certain 
impairments generally considered to be 
of minor significance are also present. 
The pertinent data are contained in 
the Build and Blood Pressure Study, 
1959, conducted by the Society of Ac- 
tuaries, which investigated the mortality 
of insured persons according to the de- 
gree of elevated blood pressure, analyz- 
ing separately the experience for those 
with and for those without known minor 
impairments. Further analyses were also 


Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, September 1960. 


This is one of a series of articles dealing 
with the major findings and implications of the 
Build And Blood Pressure Study, 1959, re- 
cently published by the Society of Actuaries. 
This investigation covered the experience of 
several million people insured by 26 large life 
insurance companies in the United States and 
Canada during the period 1935-53. 
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butabarbital sodium 


Jitteriness, apprehension, nervousness and the enervating insomnia which 
characterize the “anxiety state’ encountered in daily practice are easily con- 
trolled by small, daytime Butisol® dosage. 

As shown recently' in a prolonged comparative study of routine anxiety 
patients, Butisol “was found to be the most effective sedative which will 
produce satisfactory daytime sedation...with minimal occurrence of untoward 
reactions. Large nighttime hypnotic doses are unnecessary in the majority of 
patients.’” 

t Satienn, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation 
of Daytime Sedatives, Scientific Exhibit, Annual Meeting of AMA, San Francisco, June 23-27, 1958. 
2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 
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made of specific categories of minor im- 
pairments. The findings are summarized 
here for males only, since the volume of 
data for them was relatively large. For 
purposes of this study, a minor impair- 
ment was one which would not bar the 
applicant from obtaining standard insur- 
ance. 

The study shows, by age at issue and 
degree of elevation of blood pressure, 
the mortality among men with systolic or 
diastolic pressure above average, classi- 
fied according to the presence or absence 
of minor impairments. The mortality in 
each classification is expressed as a per 
cent of that for all standard risks in the 
respective age groups. Not only is the 
mortality generally higher among men 
with minor impairments, but also the 
excess mortality tends to increase with 
degree of elevation of blood pressure in 
every age group. Thus, at issue ages 
30-39 the mortality among men with 
moderate elevation of either systolic or 
diastolic blood pressure and with minor 
impairments was 152 per cent, compared 
with 124 per cent for those without 
known minor impairments—a difference 
of 28 percentage points; where both 
systolic and diastolic pressures were 


markedly elevated, the mortality ratios 
were 420 per cent and 335 per cent, re- 
spectively, or a difference of 85 per- 
centage points. In general, the mortality 
ratios and also the differences between 
those with and those without minor im- 
pairments decreased with advance in age 
at issue. 

The cardiovascular-renal diseases ac- 
counted for the major part of the excess 
mortality among men with elevated blood 
pressure who also had minor impairments. 
The mortality ratios tended to be particu- 
larly high for nephritis and for vascular 
lesions of the central nervous system. 
Significantly higher mortality from dis- 
eases of the digestive tract and from 
diabetes was also observed in the im- 
paired groups. 

Overweight is the most common minor 
impairment associated with elevated 
blood pressure. Accordingly, the varia- 
tions in mortality among moderately over- 
weight men according to blood pressure 
level are similar to those just noted for 
the entire group with minor impairments. 
Supplementary data were also available 
for men with elevated blood pressure who 
were sufficiently overweight to warrant 
limiting them to substandard insurance 


solely because of excess weight. Even 
though this insured group was carefully 
screened, their mortality was definitely 
higher than that for overweights of lesser 
degree. The high mortality in the obese 
group was due in large part to an exces- 
sive death rate from cardiovascular dis- 
ease, particularly vascular lesions of the 
central nervous system. 

Albuminuria of sufficient degree to be 
considered a minor impairment was also 
associated with excess mortality, especial- 
ly at issue ages 30-49; the mortality was 
high even in cases where only the systolic 
or the diastolic pressure was markedly 
elevated. Nephritis showed a larger ex- 
cess mortality than any of the other im- 
portant causes of death. 

A family history of early cardiovascular 
disease—considered to a minor im- 
pairment—together with elevated blood 
pressure produced a particularly unfavor- 
able mortality among men insured at ages 
30-49. In this group the death rate from 
heart and circulatory disease was espe- 
cially high. 

In all major respects the findings of 
the Build and Blood Pressure Study, 
1959, confirm those of earlier investiga- 
tions. 
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office or sent to friends, HEALTH 
shows the true scope and interests of 


the osteopathic profession. 


American Osteopathic Assn. 
212 E. Ohio St., Chicago 11, Illinois 
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The 
principle 
that makes 


produces soft, 
normal stools 
in functional 
constipation 


Water doesn’t roll off this duck’s back . . . because 
the water is Surfak-treated. Surfak decreases inter- 
facial tension between water and oil... penetrates 
the natural oils in the feathers, permits water 
absorption, adding weight so that the duck sinks. 


Similarly, in functional constipation, Surfak 
quickly permeates the heterogeneous fecal mass. 
The superior surfactant action of calcium-bis- 
(dioctyl sulfosuccinate) reduces the interfacial 
tension between the aqueous and lipoid phases 
of the intestinal content to minimal values. The 
result is soft homogeneous feces which are easily 
moved to evacuation, naturally. 

DOSAGE: 

Adults: One 240 mg. Surfak capsule daily. 
Children: (and adults with minimal needs): One to 
three 50 mg. Surfak capsules daily. 

SUPPLIED: 


240 mg. Surfak capsules in bottles of 15 and 100. 
50 mg. Surfak capsules in bottles of 30 and 100. 


LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 
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Books received 


Books received for review during the pe- 
riod from October 5 to November 5 are 
listed below. Reviews will be published 
as space permits. 


COMPLICATIONS IN SURGERY AND THEIR 
MANAGEMENT. Edited by Curtis P. Artz, 
M.D., F.A.C.S., Associate Professor of Surgery 
of the University of Mississippi; and James D. 
Hardy, F.A.C.S., Professor and Chairman of the 
Department of Surgery of the University of 
Mississippi. Cloth. Pp. 1075, with illustrations. 
Price $23.00. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1960. 


DIABETES MELLITUS. A Clinical and 
Pathological Study of 2529 Cases. By E. T. 
Bell, M.D., Emeritus Professor of Pathology, 
University of Minnesota. Cloth. Pp. 67, with 
illustrations. Price $3.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


FUNDAMENTALS OF CHEST ROENT- 
GENOLOGY. By Benjamin Felson, M.D., Pro- 
fessor and Director, Department of Radiology, 
University of Cincinnati College of Medicine; 


Director, Departments of Radiology, Cincinnati 
General, Children’s, Daniel Drake, Dunham, 
Christian R. Holmes, and Longview Hospitals; 
Special Consultant, United States Public Health 
Service; Consultant to the Dayton and Cin- 
cinnati Veterans Administration Hospitals. Cloth. 
Pp. 301, = illustrations. Price $10.00. W. B. 
y, West Washington Square, 
5, 1960. 


PAGES IN THE HISTORY OF CHEST 
SURGERY. By Rudolf Nissen, M.D., Professor 
of Surgery, Head of the Department of Surgery, 
Medical Faculty, University of Basel, Basel, 
Switzerland; and Roger H. L. Wilson, M.B., 
B.Chir., Assistant Clinical Professor of Medicine, 
University of California School of Medicine, 
San Francisco, California. Cloth. Pp. 166, with 
illustrations. Price $7.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


ARTEFACTS AND HANDLING AND 
PROCESSING FAULTS ON X-RAY FILMS. 
By Prof. Dr. E. A. Zimmer, Berne, Switzerland. 
Paper. Pp. 67, with illustrations. Price $5.75. 
Grune & Stratton, Inc., 381 Fourth Avenue, 
New York 16, 1960. 


LUMBAR DISCOGRAPHY AND LOW BACK 
PAIN. By Donald DeForest Bauer, M.D., C.M., 
M.Sc., Consulting Radiologist, Klamath Valley 
Hospital and Hillside Hospital; Asseciate Super- 
visor and Radiologist, Department of Medical 
X-ray Technology, Oregon Technical Institute, 
Klamath Falls, Oregon. Cloth. Pp. 89, with 
illustrations. Price $5.00. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


CLINICAL ORTHOPAEDICS. Number 
Seventeen. By Anthony F. DePalma, Editor-in- 


chief. Cloth. Pp. 387, with illustrations. Price, 
single number $7.50. Sustaining Subscription 
$6.00 per issue. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1960. 


PREMATURITY. The Diagnosis, Care and 
Disorders of the Premature Infant. By Bery] 
Corner, M.D. (Lond.), F.R.C.P. (Lond.), Con- 
sultant Paediatrician United Bristol Hospitals 
and Southmead General Hospital Group; Shaw 
Lecturer on Diseases of Children and Clinical 
Teacher in Child Health, University of Bristol, 
Cloth. Pp. 587, with illustrations. Price $21.00, 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


Ciba Foundation Symposium on CONGEN- 
ITAL MALFORMATIONS. Edited by G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., M.R.C.P.; 
and Cecilia M. O’Connor, B.Sc. Cloth. Pp. 308, 
with illustrations. Price $9.00. Little, Brown 
and Company, 34 B Street, Boston, 1960, 


THE FEMORAL NECK. FUNCTION, 
FRACTURE MECHANISM, INTERNAL FIX- 
ATION. An experimental study. By Victor H. 
Frankel, M.D., Associate Professor Orthopaedic 
Surgery, University of Uppsala; Fellow of the 
National Foundation. Cloth. Pp. 120, with 
illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


MODERN OCCUPATIONAL MEDICINE. 
Edited by A. J. Fleming, M.Sc., M.D., F.A.C.P., 
Medical Director, E. I. du Pont de Nemours & 
Company; and C. A. D’Alonzo, M.D., F.A.C.P., 
Assistant Medical Director Medical Division, 
E. I. du Pont de Nemours & Company. Ed. 2. 
Cloth. Pp. 587, with illustrations. Price $12.00. 
Washington Square, Philadelphia 


RAPID SCREENING TEST FOR 
RHEUMATOID ARTHRITIS 


Trademark of Hyland Laboratories 
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® 


A simple, reliable, slide latex fixation test. Positive 


reactions (indicating presence of rheumatoid 

factor) are clearly visible to the naked eye in a few 
seconds. Test components available 

in compact 100-test kits, or separately. 


HYLAND 


LABORATORIES 


4501 Colorado Blvd., Los Angeles 39, Calif. 
160 Lockwood Ave., Yonkers, N. Y. 
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ANATOMY AND HISTOLOGY OF THE 
EYE AND ORBIT IN DOMESTIC ANIMALS. 
By Jack H. Prince, F.B.O.A., F.R.M.S., F.Z.S. 
(Eng.), Associate Research Professor, Depart- 
ment of Ophthalmology; Research Scientist, 
Institute for Research in Vision, Ohio State 
University; Charles D. Diesem, D.V.M., Ph.D., 
Associate Professor, Department of Veterinary 
Anatomy, Ohio State University; Irma Eglitis, 
M.D., Assistant Professor, Department of 
Anatomy, Member of the Institute for Research 
in Vision, Ohio State University; and Gordon 
L. Ruskell, F.B.O.A., Instructor, Department of 
Ophthalmology; Research Assistant, Institute for 
Research in Vision, Ohio State University. Cloth. 
Pp. 307, with illustrations. Price $15.75. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


THE STRUCTURE AND DYNAMICS OF 
THE HUMAN MIND. By Edoardo Weiss, M.D. 
Cloth. Pp. 472. Price $8.75. Grune & Stratton, 
381 Fourth Avenue, New York 16, 1960. 


SURGICAL TREATMENT OF UNEQUAL 
EXTREMITIES. By Charles Weer Goff, M.D., 
Associate Clinical Professor of Orthopaedic 
Surgery and Lecturer in Anatomy, Yale Univer- 
sity School of Medicine; Visiting Orthopaedic 
Surgeon, Newington Hospital for Crippled 
Children; Member, Society for Research in Child 
Development; Member, La Societé Internationale 
de Chirurgie Orthopedique et de Traumatologie, 
etc. Cloth. Pp. 184, with illustrations. Price 
$11.00. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1960. 


THE MANAGEMENT OF FRACTURES 
AND SOFT TISSUE INJURIES. By the Com- 
mittee on Trauma, American College of Sur- 
geons. Cloth. Pp. 372, with illustrations. Price 
$5.00. W. B. Saunders Company, West Wash- 


ington Square, Philadelphia 5, 1960. 


DIETARY PROTEINS IN HEALTH AND 
DISEASE. By James B. Allison, Ph.D., Director, 
Bureau of Biological Research, Rutgers, The 
State University, New Brunswick, New Jersey; 
and William H. Fitzpatrick, Ph.D., Honorary 
Associate Research Specialist, Bureau of Biologi- 
cal Research, Rutgers, The State University, New 
Brunswick, New Jersey. Cloth. Pp. 86, with illus- 
trations. Price $4.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue Spring- 
field, Illinois, 1960. 


CARE OF THE WELL BABY. Medical 
Management of the Child from Birth to 2 
Years of Age. By Kenneth S. Shepard, M.D., 
Director of Well Baby Clinics, Northwestern 
University School of Medicine; Staff Examiner, 
Infant Welfare Society, Evanston; Pediatrician, 
Evanston Hospital Association and St. Francis 
Hospital, Evanston; American Board of Pediat- 
rics. Paper. Pp. 224, with illustrations. Price 
$3.25. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia 5, 1960. 


HYPNOSIS IN SKIN AND ALLERGIC 
DISEASES. By Michael J. Scott, B.S., M.D., 
Instructor in Medicine, University of Washington 
School of Medicine, Attending Dermatologist, 
Veterans Administration Hospital, Providence 
Hospital, The King County Hospital System, 
Seattle, Washington. Cloth. Pp. 161, with 
illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1960. 


DIVERTICULITIS. By Sara M. Jordan, 
M.D., Founder and Former Head of the 


Baptist Hospital, and New England Deaconess 


Hospital, Boston, Massachusetts; and Russell S. 
Boles, Jr., M.D., Member of the staff, Depart- 
ment of Gastroenterology, The Lahey Clinic; 
New England Baptist Hospital, and New England 
Deaconess Hospital, Boston, Massachusetts. 
Cloth. Pp. 90, with illustrations. Price $4.75. 
Grune & Stratton, 381 Fourth Avenue, New 
York 16, 1960. 


RADIATION THERAPY OF EARLY PRO- 
STATIC CANCER. By R. H. Flocks, M.D., and 
D. A. Culp, M.D., State University of Iowa, 
Department of Urology, Iowa City, Iowa. Cloth, 
Pp. 73, with illustrations. Price $4.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1960. 


Ciba Foundation Colloquia on Endocrinology. 
Volume 13. HUMAN PITUITARY HORMONES, 
Edited by G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., M.R.C.P.; and Cecilia M. O’Connor, B.Sc. 
Cloth. Pp. 336, with illustrations. Price $9.50. 
Little, Brown, & Company, 34 Beacon Street, 
Boston, 1960. 


TOWARD THE DIAGNOSIS OF CON- 
GENITAL HEART DISEASE. By W. Carleton 
Whiteside, M.D., F.R.C.S.(C.), F.A.C.S., 
F.LC.S., D.A.B.TS, Victoria, B.C., Canada, 
Cloth. Pp. 86, with illustrations. Price $4.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1960. 


THE CHEMISTRY OF THYROID DISEASES. 
By Rosalind Pitt-Rivers, M.Sc., Ph.D., London, 
F.R.S.; and Jamshed R. Tata, M.Sc., Bangalore; 
Doct es Sci , Paris; National Institute 
for Medical Research, Mill Hill, London, 
England. Cloth. Pp. 83, with illustrations. Price 
$4.50. Charles C Thomas, Publisher, 301-327 
red Lawrence Avenue, Springfield, Illinois, 
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Changes of address 


Abbondante, Richard, from Toledo, Ohio, to 1150 63rd St., 
Brooklyn 19, N. Y. 

Adams, Bruce E., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 

Aizic, Morton, from Saginaw, Mich., to 143 Lakeview Ave., 
Leonia, N. J. 

Angellotti, Robert L., from Wyandotte, Mich., to 13454 
Eureka, Southgate, Mich. 

Attarian, Archie B., from 80 N. 20th St., to 170 North Ave., 
Battle Creek, Mich. 


Bamel, Solomon, from Youngstown, Ohio, to 273 Haypath 
Road, Plainview, L. I., N. Y. 

Barbachym, Donald R., from 330 N. E. Diamond Ave., to 
1922 Division Ave., S., Grand Rapids 7, Mich. 

Barker, Michael Anthony, from Garden City, Mich., to Hotel 
Lake Chapala, Jalisco, Mexico 

Baron, John M., from 9811 Euclid Ave., to 516 Common- 
wealth Bldg., Cleveland 6, Ohio 

Barrett, Ernest, from Mansfield, Mo., to Box 108, El Dorado 
Springs, Mo. 

Betts, William E., Jr., from Philadelphia, Pa., to 70 Oak 
Lane, Lancaster, Pa. 


Bilodeau, Larry Perrow, from 403 Wesley Ave., to 283 
Rochdale, Rochester, Mich. 

Blem, James F., from Ypsilanti, Mich., to 24945 W. Warren 
Road, Dearborn, Mich. 

Block, Bertrand, from Toledo, Ohio, to Gibbs & E. Williams 
St., Maumee, Ohio 

Block, William A., from Philadelphia, Pa., to 2134 Chapel 
Ave., Cherry Hill, Merchantville, N. J. 

Bobbitt, Roy L., from 3414-B Avenue H, to 2507 Amherst 
St., Lubbock, Texas 

Bour, James M., from Lansing, Mich., to 623 Shipherd St., 
Box 398, Olivet, Mich. 

Bove, Victor M., from Route 2, Box 469, to 2755 Inde- 
pendence, Cape Girardeau, Mo. 

Brolinson, Per Y., from Ninth & South Carolina, to 218 N. 
Fifth St., Louisiana, Mo. 

Bruno, Anthony M., from Via Ugo Balzani 57, to Research 
Fellow U.S.P.H.S., Centro Cardiochirugico, Policlinico 
Umberto I, Rome, Italy 

Bucci, Joanne S., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Buffalow, O. T., from 915-17 Volunteer Bldg., to 408 
McClure Terrace, Stuart Heights, Chattanooga 5, Tenn. 

Burnstein, Walter, from Brooklyn, N. Y., to 114 N. Bever- 
wyck Road, Lake Hiawatha, N. J. 


Calvird, James P., From Custer, S. Dak., to 1553 San 
Ignacio Ave., Coral Gables 46, Fla. 

Canaday, J. H., from Elyria, Ohio, to Detroit Osteopathic 
Hospital, 12523 Third Ave., Detroit 3, Mich. 

Carr, Charles L., from Paoli, Pa., to 2876 W. Bay Drive, 
Largo, Fla. 


GOOD 
RECORDS 


are the KEY 


to successful 
Practice Management 


THE DAILY LOG will provide clear, easy reference to all 
the business facts you need in 1961 — overhead; receipts; 
charges; taxes; net earnings. Used and preferred by thousands 
of doctors since 1927. Only a few minutes a day required to 
keep complete practice management records; helps you 
avoid tax troubles; saves you time and money. Fully dated, 
looseleaf; printed new each year. 


PRICES: Regular Edition, one 40 line page a day, one 
volume, dated for 1961 — $7.75. Double Log Edition 
two facing pages of 40 lines each day, two volumes, dated 
1961 — per set — $13.50. 
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THE COLWELL COMPANY 
265 Kenyon Road, Champaign, Illinois 


RECOMMEND 
PARKELP 
Thousands use Parkelp, made 
of Pacific Sea Kelp harvested 
and processed by Philip R. 
Park, Inc. It’s one of the 
richest natural sources of lodine known. 


You can recommend Parkelp with con- 
fidence. 


A natural bulk laxative made of 
Pacific Sea Kelp. Brings gentle 
elimination by increasing intes- 

tinal bulk. Sa 


PHILIP R. PARK, INC. 


Kelp Processors Since 1928 


\ 


| 
| 
|) 
i) 
AND SEAMAR 
4 \ 
| Berth 42, Outer Harbor, San Pedro, Calif. 
A-152 


erences: Michigan Acad. 
Symposium, Detroit, Alfaro, D.; 
Schlueter cet (in press). 


co 
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Chaby, Beryl J., from 180 North Ave., to 135 Park Ave., 
Park Ridge, N. J. 

Charland, Paul V., from Baldwin Park, Calif., to 210 N. 
Citrus Ave., Azusa, Calif. 

Charnov, Arthur R., from 20507 Mark Twain, to 8646 
Puritan Ave., Detroit 38, Mich. 

Chester, Charles 0., from Community Hospital, Box 97, to 
Granby Community Hospital, 596 High St., Granby, Mo. 

Chinn, Wilbur, from 15617 Pacific Highway, S., to 14643 
Pacific Highway, S., Seattle 88, Wash. 

Chute, Donald E., from 701 E. Midland St., to 201 N. 
Henry St., Bay City, Mich. 

Clark, Jack A., from Orangeville, Ill., to 405 W. First St., 
Homer, Ill. 

Cohen, Harry C., from Ventnor City, N. J., to 3640 
Brigantine Blvd., Brigantine, N. J. 

Connor, Harriet L., from 606 S. Hill St., to 2127 Greenfield 
Ave., Los Angeles 25, Calif. 

Cooper, William R., from Lincoln Park, Mich., to 14711 
Merriman, Livonia, Mich. 

Cottrille, Patricia Anne, from Philadelphia, Pa., to 1922 
Division Ave., S., Grand Rapids 7, Mich. 


Dabney, James W., from Broadway & Florencedale Ave., 
to 1320 Bryson St., Youngstown 4, Ohio 

D’Antonio, Lawrence E., from Detroit, Mich., to 1000 
Clifton Ave., Collingdale, Pa. 

Davis, Orville Jack, from 4459 Euclid Ave., to 4410 30th 
St., San Diego 16, Calif. 

De Leo, Frank A., from Steelton, Pa., to 5 N. 32nd St., 


Paxtang, Harrisburg, Pa. (Change name from Frank 
A. Delio) 

Demery, Leroy W., from York, Pa., to 4921 W. Adams 
Blvd., Los Angeles 16, Calif. 

DiGiovanna, Eileen L., from Columbus, Ohio, to 181 
Willow St., Massapequa Park, L. L, N. Y. 

DiGiovanna, Joseph A., from Columbus, Ohio, to 18] 
Willow St., Massapequa Park, L. L., N. Y. 

Di Marzio, Dante, from Norristown, Pa., to Metropolitan 
Hospital, 300 Spruce St., Philadelphia 6, Pa. 

Ditmore, Brant W., from Farragut Medical Bldg., to 1712 
“T” St., N. W., Washington 6, D. C. 

Donalson, Brinton C., Jr., from 30548 Ford Road, to Garden 
City Hospital, 6245 N. Inkster Road, Garden City, 
Mich. 

Droney, Raymond J., from 30548 Ford Road, to Garden 
a Hospital, 6245 N. Inkster Road, Garden City, 
Mi 

Dubin, Alvin D., from Elkins Park, Pa., to 1930 Chestnut 
St., Philadelphia 3, Pa. 


Enloe, Garold G., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 


Fanning, John R., from 2423 E. Admiral Blvd., to 408 S. 
Harvard Ave., Tulsa 12, Okla. 

Farber, Martin E., from 1381 Pratt St., to 1380 Pratt St., 
Philadelphia 24, Pa. 

Feinstein, Aaron A., from 1718 N. Park Ave., to Metro- 
politan Hospital, 300 Spruce St., Philadelphia 6, Pa. 


“SOUTHWIND”’ 


ETHER-VAPOR, 


SUCTION UNIT 
Complete 


$109.75 


Our “Southwind” Anesthesia Unit 
comes to you complete—ready to 
use. There is nothing else to buy. 
Lightweight, portable. 

The 1/6 H.P. motor* and 4-blade rotary 
pump provide all the pressure and suc- 
tion you'll ever need. Regulators, Gauges, 
Muffier, Filter, Automatic Oiler. Safety 
Trap, Ether Tube, Suction Tube and Rub- 
ber Tubing are all included. Motor and 
pump guaranteed for three years. For 
115 V., A.C. 60 cy. only. Other currents 
slightly higher. 


The “Southwind” is an exclusive Wocher 
product. You won’‘t find a comparable 
unit anywhere else. The pump only, with- 
out suction and ether bottles and tubes, 
but with regulators, gauges, filter, oller, 
etc., is available at $79.50. 


*Not explosion-proof 


609 College Street, 
Cincinnati, 2, Ohio 


& Branches in Dayton, Columbus 
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a nonsedative tranquilizer that works 


ORNWAL 


(brand of amphenidone) 


for greater therapeutic effectiveness in 
anxiety and tension with lowest inci- 
dence of side effects for the outpatient 


incidence (%) of Side Effects 
Prenaglyood 
Benactyzin 

Chiormezanor 

-Chiorprathixer 

Meprobamat 

Methoxypromazir 


phenoxatone 
obarbital 
rt rdacebo 


Indications: Anxiety and tension states, tension headaches, pre- and post- 
operative apprehension, anxiety coexistent with gastrointestinal, dermato- 
logic, gynecologic, cardiovascular and other functional or organic disorders, 
behavior disorders in children associated with anxiety and tension. 

Dose: Adults, one or two 200 mg. tablets three times a day. Children, 6 to 16, 
one or two 100 mg. tablets two times a day. Administration limited to three 
months duration. 

Supplied: 200 mg. yellow scored tablets, and 100 mg. pink tablets, each in 
bottles of 100 and 500. 

*Nodine, J. H.; Bodi, T.; Slap, J.; Levy, H. A., and Siegler, P. E.: Human 
bioassay of tranquilizers in psychosomatic disorders, Scientific Exhibit, 
American Medical Association Annual Meeting, Miami Beach, Florida, 
June 13-17, 1960. 

Maltbie Laboratories Division, Wallace & Tiernan Incorporated, Belleville 9, N. J. 
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Fields, Milton, from 416 W. Fourth Ave., to Flint Oste- 
opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 

Fleischman, Edward, from Brooklyn, N. Y., to Cherry Hill 
Hospital, Chapel Ave. & Coopers Landing Road, 
Delaware Township, N. J. 

Frank, Amold J., from 1608 Stenton Ave., to 2046 German- 
town Ave., Philadelphia 22, Pa. 

Freedman, Sheldon I., from 1323 E. Mount Pleasant Ave., 
to 2729 Cranston Road, Philadelphia 31, Pa. 

French, Everett E., from Anton, Texas, to 300 Two Mile 
Creek Road, Tonawanda, N. Y. 

Friedman, Martin I., from Culver City, Calif., to 13205 
Washington Blvd., Los Angeles 66, Calif. 

Fries, Robert Heaton, from Fresno, Calif., to 28 E. Minarets, 
Pinedale, Calif. 

Furey, Richard H., from Detroit, Mich., to 200 E. Lucerne 
Circle, Orlando, Fla. 


Gama, Carlos H., from Los Angeles, Calif., to 6025 Ventura 
Blvd., Ventura, Calif. 

Gerig, Dean A., from 8000 Kenwood Road, to 9521 Mont- 
gomery Road, Cincinnati 42, Ohio 

Getzoff, Barry L., from 5161 N. Hutchinson St., to 6502 
Large St., Philadelphia 49, Pa. 

Ghiates, Michael P., from Sharon, Pa., to 1015 Wallis Ave., 
Farrell, Pa. 

Gilchrist, W. J., from Van Nuys, Calif., to 4526 Sherman 
Oaks Ave., Sherman Oaks, Calif. 

Ginkel, Ludwig F., from San Diego, Calif., to 2546 Warring 
St., Berkeley 5, Calif. 


Ginsburg, Joseph, from 5510 Henry Ave., to 2901 N. 24th 
St., Philadelphia 32, Pa. 

Gnau, Charles U., from Fort Myers, Fla., to 1516 E. Las 
Olas Blvd., Fort Lauderdale, Fla. 

Golanty, Stanley A., from 2776 Pacific Ave., to 1885 Cedar 
Ave., Long Beach 13, Calif. 

Goldin, Sylvan, from Hollywood, Fla., to 725 W. Sunrise 
Blvd., Fort Lauderdale, Fla. 

Greenleaf, Dodd K., from 675 W. Broadway, to 190 18th 
Ave., E., Eugene, Ore. 

Greenspun, Bertram, from Camden, N. J., to 820 E. Kings 
Highway, Haddonfield, N. J. 

Greer, Lawrence, from Denver, Colo., to 3064 Cornell 
Circle, Englewood, Colo. 

Groff, Clifford I., from 1971 W. Capitol Drive, to 2510 W. 
Capitol Drive, Milwaukee 6, Wis. 

Guenther, Robert E., from South Gate, Calif., to 15116 
Beach Blvd., Midway City, Calif. 

Gushwa, Richard L., from Lubbock, Texas, to 718-A Watts 
St., Ralls, Texas 

Guzik, Joseph S., from South River, N. J., to 228 Poplar 
St., Roselle, N. J. 


Haight, Alfred R., from Decatur, Ga., to 2170 Idlewood 
Road, Tucker, Ga. 

Haley, Richard K., from Grand Rapids, Mich., to 1936 E. 
Sunshine, Springfield, Mo. 

Harder, Edwin T., from Los Angeles, Calif., to 13200 
Ardath Ave., Gardena, Calif. 

Hardie, Janet Elinor, from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 


Medical Director 


Adequate health care, including sound preventive 
measures, is the theme throughout this practical 
$ book. Written by 22 Du Pont medical and health 
authorities, it provides essential knowledge on how 
to organize a medical service in industry, the influ- 
ence of physical and chemical environments on 
health, and the control of occupational hazards. 


New 2nd (1960) Edition. 587 Pages. 


66 Illustrations and 1 Plate in Color. 


‘JUST PUBLISHED—NEW 2nd (1960) EDITION! ~* 


Modern Occupational Medicine 


Edited by 
A. J. FLEMING, M.Sc., M.D., F.A.C.P. and C. A. D’ALONZO, M.D., F.A.C.P. 


Assistant Medical Director 


E. I. du Pont de Nemours & Company 


Associate Editor: J. A. ZAPP, Ph.D. 
Director, Haskell Laboratory for Toxicology and Industrial Medicine, 
E. I. du Pont de Nemours & Company 


New, rewritten or revised subjects appearing in this 
edition include those on psychiatry, emotional fac- 
tors in diseases of the skin, effects, signs, symptoms 
and treatment of acute poisonings, occupational dis- 
eases of the chest, environmental hazards, physical 
examination and diagnosis, industrial noise, surgical 
considerations, safety, and the nurse in industry. 


$12.00 


Washington Square LEA 4 FEBIGER Philadelphia 6, Pa. 
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ANNOUNCING— 

SPECIFICALLY FOR 

INFECTIONS DUE TO 
“RESISTANT” STAPHYLOCOCCI 


AN ENTIRELY NEW SYNTHETIC 
“STAPH-CIDAL” PENICILLIN 


sodium dimethoxyphenyl penicillin 
FOR INJECTION 


UNIQUE—BECAUSE IT 

RETAINS ANTIBACTERIAL 
ACTIVITY IN THE PRESENCE OF 
STAPHYLOCOCCAL PENICILLINASE 
WHICH INACTIVATES 

OTHER PENICILLINS 
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CUT HERE FOR FILING 


OrriciAL PAcKAGE CIRCULAR 
November, 1960 


STAPHCILLIN™ 


(sodium dimethoxyphenyl penicillin) 
For Injection 


DESCRIPTION 


STAPHCILLIN is a unique new synthetic parenteral penicillin produced 
by Bristol Laboratories for the specific treatment of staphylococcal 
infections due to resistant organisms. Its uniqueness resides in its 
property of resisting inactivation by staphylococcal penicillinase. It is 
active against strains of staphylococci which are resistant to other 
penicillins. 

Each dry filled vial contains: 1 Gm. STAPHCILLIN (sodium dimethoxy- 
phenyl penicillin) , equivalent to 900 mg. dimethoxypheny] penicillin 
activity. 


INDICATIONS 


STAPHCILLIN is recommended as specific therapy only in infections 
due to strains of staphylococci resistant to other penicillins, e.g.: 


Skin and soft tissue infections: cellulitis, wound infections, car- 
buncles, pyoderma, furunculosis, lymphangitis and lymphadenitis. 


Respiratory infections: staphylococcal lobar or bronchopneumonia, 
and lung abscesses combined with indicated surgical treatment. 


Other infections: staphylococcal septicemia, bacteremia, acute or 
subacute endocarditis, acute osteomyelitis and enterocolitis. 


Infections due to penicillin-sensitive staphylococci, streptococci, pneu- 
mococci and gonococci should be treated with Syncillin® or parenteral 
penicillin G rather than STAPHCILLIN. Treponemal infections should 
be treated with parenteral penicillin G. 


DOSAGE AND ADMINISTRATION 


STAPHCILLIN is well tolerated when given by deep intragluteal or intra- 
venous injection. 


As is the case with other antibiotics, the duration of therapy should be 
determined by the clinical and bacteriological response of the patient. 
Therapy should be continued for at least 48 hours after the patient has 
become afebrile, asymptomatic and cultures are negative. The usual 
duration has been 5-7 days. 


Intramuscular route: The usual adult dose is 1 Gm. every 4 or 6 hours, 
Infants’ and children’s dosage is 25 mg. per Kg. (approximately 12 mg. 
per pound) every 6 hours. 


Intravenous route: 1 Gm. every 6 hours using 50 ml. of sterile saline 
solution at the rate of 10 ml. per minute. 


*Warning: Solutions of STAPHCILLIN and kanamycin should not be 
mixed, as they rapidly inactivate each other. Data on the results of 
mixing STAPHCILLIN with other antibiotics are being accumulated. 


DIRECTIONS FOR RECONSTITUTION 


Add 1.5 ml. sterile distilled water or normal saline to a 1 Gm. vial and 
shake vigorously. Withdraw the clear, reconstituted solution (2.0 ml.) 
into a syringe and inject. The reconstituted solution contains 500 mg. 
of STAPHCILLIN per ml. Reconstituted solutions are stable for 24 hours 
under refrigeration. 


For intravenous use, dilute the reconstituted dose in 50 ml. of sterile 
saline and inject at the rate of 10 ml. per minute. 


*This statement supersedes that in the Official Package Circulars dated September and/or October, 1960. 
(continued) 


| 
! 
| 
! i 
1 
i 
3 
x 
4 
| 
H 
! 
! 
| 
! 


— 


= 
Be 
: : 
3 


OrrFictaAL PackacE CircuLar (continued) 


MICROBIOLOGICAL AND PHARMACOLOGICAL 
PROPERTIES 


In vitro studies show that STAPHCILLIN is a bactericidal penicillin 
with activity against staphylococci resistant to penicillin G. Strains of 
staphylococci so far tested have been sensitive to STAPHCILLIN in vitro 
at concentrations of 1-6 mcg. per ml. These levels are readily attained 
in the blood and tissues by administration «f STAPHCILLIN at the 
recommended dosage. This unique attribute is probably due to the 
fact that STAPHCILLIN is stable in the presence of staphylococcal peni- 
cillinase. STAPHCILLIN also resists degradation by B. cereus penicil- 
linase. The antomicrobial spectrum of STAPHCILLIN with regard to 
other microorganisms is qualitatively similar to that of penicillin G; 
but considerably higher. concentrations of STAPHCILLIN are required 
for bactericidal activity than is the case with penicillin G. 


STAPHCILLIN is rapidly absorbed after intramuscular injection. Peak 
blood levels (6-10 mcg./ml. on the average after a 1.0 Gm. dose) are 
attained within 1 hour; and then progressively decline to less than 
1 mcg. over a 4 to 6 hour period. It is poorly absorbed from the gastro- 
intestinal tract. STAPHCILLIN is rapidly excreted by the kidney. 


As shown by animal studies, STAPHCILLIN is readily distributed in body 
tissues after intramuscular injection. Of the tissues studied, highest 
concentrations are reached in the kidney, liver, heart and lung in that 
order; the spleen and muscles show lower concentrations of the anti- 
biotic. STAPHCILLIN diffuses into human pleural and prostatic fluids, 
but its diffusion into the spinal fluid has not yet been completely 
studied. However, one patient with meningitis showed a significant 
concentration in his spinal fluid while on STAPHCILLIN therapy. 


Toxicity studies with STAPHCILLIN and penicillin G in animals show 
that they have approximately the same low order of toxicity. 


Certain staphylococci can be made resistant to STAPHCILLIN in the 
laboratory, but this resistance is not related to their penicillinase pro- 
duction. During the clinical trials, no STAPHCILLIN-resistant strains of 
staphylococci were observed or developed; the possibility of the emer- 
gence of such strains in the clinical setting awaits further observation. 


PRECAUTIONS 


During the clinical trials, several mild skin reactions, e.g., itching, 
papular eruption and erythema were observed both during and after 
discontinuance of STAPHCILLIN therapy. Patients with histories of hay 
fever, asthma, urticaria and previous sensitivity to penicillin are more 
likely to react adversely to the penicillins. It is important that the 
possibility of penicillin anaphylaxis be kept in mind. Epinephrine and 
the usual adjuvants (antihistamines, corticosteroids) should be avail- 
able for emergency treatment. Because of the resistance of STAPHCILLIN 
to destruction by penicillinase, parenteral B. cereus penicillinase may 
not be effective for the treatment of allergic reactions. Information 
with regard to cross-allergenicity between penicillin G, penicillin V, 
phenethicillin (Syncillin) and STAPHCILLIN is not available at present. 
If superinfection due to Gram-negative organisms or fungi occurs 
during STAPHCILLIN therapy, appropriate measures should be taken. 


SUPPLY 
List 79502 — 1.0 Gm. dry filled vial. 


BRISTOL LABORATORIES - SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 


CUT HERE FOR FILING 
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In the presence of staphylococcal 


90. 
penicillinase, STAPHCILLIN remained active 
onl and retained its antibacterial action. 
By contrast, penicillin G was rapidly 
destroyed in the same period of time. 
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STAPHCILLIN 
PENICILLIN G 


Specifically for “resistant” staph... 


sodium dimethoxypheny] penicillin 


FOR INJECTION 


The failure of staphylococcal infections to respond to penicillin therapy is attributed to 


the penicillin-destroying enzyme, penicillinase, produced by the invading staphylococcus. 


Unlike other penicillins: 


1 Srapucitun is effective because it retains its antibacterial activity despite the pres- 


ence of staphylococcal penicillinase. 


2 The clinical effectiveness of STAPHCILLIN has been confirmed by dramatic results in 


a wide variety of infections due to “resistant” staphylococci, many of which were serious 
and life-threatening. 


Like other penicillins: 
STAPHCILLIN has no significant systemic toxicity. It is well tolerated locally, and 


pain or irritation at the injection site is comparable to that following the injection of 


penicillin G. Jn occasional cases, typical penicillin reactions may be experienced. 


PROFESSIONAL INFORMATION SERVICE — The attached Official Package Circular provides com- 
plete information on the indications, dosage, and precautions for the use of STAPHCILLIN. If you desire 
additional information concerning clinical experiences with STaPHCILLIN, the Medical Department of 
Bristol Laboratories is at your service. You may direct your inquiries via collect telephone call to New York, 
PLaza 7-7061, or by mail to Medical Department, Bristol Laboratories, 630 Fifth Ave., N. Y. 20, N. Y. 


BRISTOL LABORATORIES » SYRACUSE, NEW YORK 


Division of Bristol-Myers Company 
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SYNCILLIN 
250 mg. t.i.d. —6 


_ Aug. 24, 1959 with acute bronchitis of 3 dayas 


~duration. Culture of the sputum revealed alpha 


“hemolytic streptococci. A 250 mg. SYNCILLIN ~~ 


“tablet was administered 3 times daily. Another 


pa tone “sputum culture taken on Aug. 27 showed no growth. 


“On Aug. 30, patient appeared | much 
“and SYNCILLIN was discontinued. 


Recovery uneventful. 


ORIGINAL phenethicillin, 


hore, office, 


i 
OY AND VA (phenoxyethy! penicillin potassium 
FIRST SYNTHESIZED AND M VATLAREF RY T otassium)” 
yneillin Tablets —250 mg: (400,000 units)... Syneill 
& c for Oral Solution — mi. bo es hen ree 200,00 \its) 2 
syncillin Pediatric Drops 1.5 Gm. bottles. Calibrated dh units) perSml 
as prophylaxis against bact rial enc nt of rheumatic fever 


The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorbantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, in each 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbantyl] Forte offers double 
strength dosage of the Dorbantyl 
combination for greater conven- 
jence and economy for patients 
requiring extra potency. In 


orange-and-gray capsules only. 
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Why 
combining 
Esidrix” 

with | 
Serpasil’ 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. = This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down —often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 


Schematic 
diagram illustrates 
constrictive effect 


of fluids and salt 
on vascular wall. 


Esidrix depletes 
fluid and salt, 1 
increases ability of 
vessel to respond 
to Serpasil. 


supPLieD: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. —zzs:exe SERPASIL®-Esiprix® (reserpine and hydrochlorothiazide cisa) 


SERPASIL-ESIDRIX 
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Hause, Dwight H., from Kansas City, Mo., to 4206 Ayers, 
Corpus Christi, Texas 

Hemmer, Charles A., from Lansdowne, Pa., to 202 Plush 
Mill Road, Wallingford, Pa. 

Hendrickson, Donald W., from 3960 S. Washington Road, 
to Saginaw Osteopathic Hospital, 515 N. Michigan 
Ave., Saginaw, Mich. 

Henry, H. Gordon, from Miami, Fla., to 1553 San Ignacio 
Ave., Coral Gables 46, Fla. 

Herrick, James L., from Johnson, Kans., to 1503 E. 52nd 
Place, Tulsa 7, Okla. 

Herrick, Stuart B., Jr., from Scarboro, Maine, to Dunstan 
Corner, West Scarboro, Maine 

Himes, George E., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Hite, Robert T., from Miami, Fla., to Box 232, Islamorada, 
Fla. 

Holcomb, George M., from 23901 Schoolcraft Ave., to 
13479 Amold St., Detroit 39, Mich. 

Hollar, Frank H., from Saginaw, Mich., 
322 Vine St., Hudson, Wis. 

Hoog, Frank E., Jr., from 4410 W. Pine Blvd., to 3102 
Frow Court, St. Louis 21, Mo. 

Hopkins, Clarence E., from Hollywood, Calif., 
Monterey Drive, Laguna Beach, Calif. 

Houske, Donald Derrald, from 723-A Sartori, to 1340 
Carson St., Torrance, Calif. 

Hughes, James J., from Upper Darby, Pa., to 516 Main St., 
Pennsburg, Pa. 

Hunter, Harold C., from Phoenix, Ariz., to Box 26, Apache 
Junction, Ariz. 

Hurkin, Zane, from 408 S. 29th St., to 1212 Helmen Drive, 
South Bend 17, Ind. 


to Stout Clinic, 


to 296 


Ikirt, Frank A., from 222 N. Ohio St., to 921 Lake Shore 
Drive, Culver, Ind. 


Jackman, Norman, from Teaneck, N. J., to 4005 W. First 
St., Los Angeles 4, Calif. 

Jackson, Myron C., from Pontiac, Mich., to Box 107, Burr 
Oak, Mich. 

Jacobs, John C., from 141 E. Main St., to 420 W. Main St, 
Kent, Ohio 

Jennings, Merle, from 3507 E. Admiral Blvd., to 408 S. 
Harvard Ave., Tulsa 12, Okla. 

Johannsen, William H., from Glendale, Calif., to 3140 E. 
Bell Road, Phoenix, Ariz. 

Johnson, Chris J., from Los Angeles, Calif., to 8921 Brook- 
hurst Ave., Anaheim, Calif. 

Johnson, Donald N., from Fort Lauderdale, Fla., to Detroit 
Osteopathic Hospital, 12523 Third Ave., Detroit 3, 
Mich. 

Joshowitz, Herbert, from Detroit, Mich., to 22952 W. Outer 
Drive, Dearborn, Mich. 

Joye, J. B., Jr., from St. Petersburg, Fla., to 16907 Gulf 
Blvd., North Redington Beach, Fla. 

Juday, Lawrence M., from Los Angeles, Calif., to 145 S. 
Glendale Ave., Glendale 5, Calif. 


Kavanaugh, Frederick L., from 205 N. Broad St., to 612 
Euclid Ave., Grove City, Pa. 

Kelley, W. C., from 322% W. Reed St., to 500 W. Rollins 
St., Moberly, Mo. 

Killian, Albert Pierre, from Los Angeles, Calif., to 418 E. 
Olive Ave., Burbank, Calif. 

Kilpatric, Jay A., from St. Louis, Mo., to House Springs 
Medical Center, House Springs, Mo. 
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Now...the only Nystatin 


combination with extra-active 


DECLOMYCIN® 


Demethyichlortetracycline 


w 


CLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 


DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QED 
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When the headache is associated with nervous tension and G.I. disturbance: 
CAFERGOT P-B TABLETS; ergotamine tartrate 1 mg., caffeine 100 mg., 
Bellafoline 0.125 mg., pentobarbital sodium 30 mg. Dosage: 2 at first sign 

of attack; if needed, 1 additional tablet every % hour until relieved 

(maximum 6 per attack). 


CAFERGOT P-B SUPPOSITORIES: ergotamine tartrate 2 mg., caffeine 100 mg., 
Bellafoline 0.25 mg., pentobarbital sodium 60 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed (maximum 2 per attack). 


For a new brochure on Migraine and Tension Headaches, reviewing clinical reports on diognosis and therapy, write: Sandoz, Hanover, N. J. 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., caffeine 
100 mg. Dosage: same as Cafergot P-B Tablets. 


CAFERGOT SUPPOSITORIES: ergotamine 
tartrate 2 mg., caffeine 100 mg. Dosage: same 
as Cafergot P-B Suppositories, 


SANDOZ 


— 


Photos used with permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician — 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 


Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 
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King, Roy E., from Homer, Ill., to Box 346, Iron River, 
Mich. 

Knebel, August F., from Los Angeles, Calif., to 418 E. 
Olive Ave., Burbank, Calif. 

Koch, David A., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 

Kofsky, Albert, from 9203 Pine Road, to 3201 Birch Road, 
Philadelphia 14, Pa. 

Kovan, Thomas, from Detroit, Mich., to 3220 Belle Court, 
Royal Oak, Mich. 

Krainik, R. J., from Clare General Hospital, to 408 E. 
Fourth St., Clare, Mich. 

Krieger, Frederick, from Los Angeles, Calif., to 3412 Patton 
Ave., San Pedro, Calif. 

Kurtze, Arthur George, Jr., from Toledo, Ohio, to 9601 
Dudley Road, Taylor, Mich. 


LaBove, Bernard, from Philadelphia, Pa., to Cherry Hill 
Hospital, Chapel Ave. & Coopers Landing Road, 
Delaware Township, N. J. 

Lackey, Myron V., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Lagomarsino, James L., from 12523 Third Ave., to 10577 

Morang Drive, Detroit 24, Mich. 

Lane, Leland E., from Portland, Ore., to 1550 McLoughlin 
Blvd., Gladstone, Ore. 

Larner, Allan I., from Los Angeles, Calif., to 1401 Trotwood 
Ave., San Pedro, Calif. 

Larson, George M., from 1163 Oak St., to 190 E. 18th St., 
Eugene, Ore. 

Lasswell, Harold L., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 

Laughlin, Earl, Jr., from 1407 W. Halliburton St., to 
Laughlin Hospital & Clinic, 711-15 W. Jefferson St., 
Kirksville, Mo. 

Levenson, Robert C., from Los Angeles, Calif., to 790 S. 
Atlantic Blvd., Monterey Park, Calif. 

List, Carl F., from Box 457, to 502 E. Duval St., Troup, 
Texas 

Lorentson, Lennert L., from Allen Park, Mich., to 44407 
Harmony Lane, Belleville, Mich. 

Lui, Edmund Kin Mun, from 426 N. Avenue 50, to 424 N. 
Avenue 50, Los Angeles 42, Calif. 

Lyster, Sturgis C., from 499 Capital Ave., S. W., to 298 
East Ave., N., Battle Creek, Mich. 


MacDermid, John E., from Romulus, Mich., to 205 South 
St., Belleville, Mich. 

Maier, Gottlieb, from 2529 W. Central Ave., to 2501-G W. 
Central Ave., La Habra, Calif. 

Mannarelli, A. A., ” from 1711 E. McPherson St., to Kirksville 
Osteopathic Hospital, 800 W. Jefferson St., Kirksville, 


Mo. 

Marchiano, Robert E., from Camden, N. J., to 67-38C 
190th Lane, Fresh Meadows 65, N. Y. 

Mares, Robert J., from Bay Village, Ohio, to 3203 Dellwood 
Drive, Parma, Ohio 

Marguglio, A. Eugene, from 402 Troost Ave., to 819 Walnut 
St., Kansas City 6, Mo. 

Martin, Arthur A., from 800 W. Jefferson St., to Box 222, 
Kirksville, Mo. 

Mason, J. Louise, from Lake Huntley Estates, to Route 1, 
Box 219, Lake Placid, Fla. 

Mc Cabe, Gerald E., from Detroit, Mich., to 1237 S. 
Delphia Ave., Park Ridge, Ill. 

McClimans, Thomas A., from 416 W. Fourth Ave., to Flint 
oe Hospital, Inc, 3921 Beecher Road, Flint 4, 
Mich. 
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BENEFITS 
MULTIPLY 


WITH “ANTIDOLORITIC™ THERAPY 


CONSERVATIVE MANAGEMENT OF MUSCULOSKELETAL SYNDROMES 


New DECAGESIC helps relieve pain, suppress inflammation, and 
extend range of motion in patients with bursitis, synovitis, low 
back pain and similar muscle and joint disorders. Further, 
DECAGESIC often adds a sense of well-being and renewed strength 
to counter the fatigue and weakness which frequently 
complicate these conditions. 


DECAGESIC combines the fundamental benefits of DECADRON® and 
aspirin with the antacid protection of aluminum hydroxide 

to provide increased efficacy with greater safety in a wide range 
of arthritic and musculoskeletal disorders. 


Indications: Inflammatory, rheumatic and collagen disorders, musculoskeletal 

syndromes, and conditions in which the conjunctive use of steroid and 

salicylate is indicated. 

Dosage: 1 or 2 tablets 8 or 4 times daily. The usual precautions of corticosteroid 

therapy should be observed. Additional information on DECAGESIC is available 

to physicians on request. 

Supplied: Bottles of 100. Each tablet contains 0.25 mg. of DECADRON, 

dexamethasone, 500 mg. of aspirin and 75 mg. of aluminum hydroxide 

(present as the dried gel). 

*“Antidoloritic” describes the relief of pain associated with inflammation — 
dolor = pain, itic— associated with inflammation. 

DECAGESIC and DECADRON are trademarks of Merck & Co., Inc. 


coon 


Dexamethasone with Aspirin and Aluminum Hydroxide 


# 6 5 MERCK SHARP & DOHME 
Division of Merck & Co., INc., West Point, Pa. 
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McCracken, Robert J., from St. Louis, Mo., to 11829 
Flushing Drive, Bridgeton, Mo. 

McFadden, Donald K., from 30548 Ford Road, to Garden 
City Hospital, 6245 N. Inkster Road, Garden City, 
Mich. 

McMullen, Kenneth E., from 5202 Choteau Drive, to 2730 
S. Mall, Antioch Center, Kansas City 19, Mo. 

Mercer, Richard H., from Barberton, Ohio, to Garden Court 
Apts., 47th & Pine Sts., Philadelphia 43, Pa. 

Merlo, Salvatore J., from 1736 Hamilton St., to 123 N. 
West St., Allentown, Pa. 

Michael, Richard A., from 420 E. High St., to 218 Jackson 
St., Jefferson City, Mo. 

Moore, Dempse H., from Fox, Okla., to 1832 N. Las Vegas 
Blvd., North Las Vegas, Nev. 

Moore, George S., from Traverse City, Mich., to 4955 State 
Line, Kansas City 12, Mo. 

Morris, Benjamin, from 123 Court St., to Morris Clinic, 
Ripley, W. Va. 

Morris, Dareld R., from 3728 W. 34th St., to 3414-B 
Avenue H, Lubbock, Texas 

Morrison, William R., from North Kansas City, Mo., to 10 
W. Kansas St., Liberty, Mo. 

Mueller, Donn W., from St. Louis, Mo., to 2 Frost Ave., 
Ferguson Hills 35, Mo. 


Nagle, Leonard R., from Cuyahoga Falls, Ohio, to Brent- 
wood Hospital, 4110 Warrensville Center Road, War- 
rensville Heights, Ohio 

Nash, Norman C., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 

Natolis, Francis J., from Cuyahoga Falls, Ohio, to 19508 
Maple Heights Blvd., Maple Heights 37, Ohio 

Nicholudis, Thomas N., from Lansing, Mich., to Grand 
Rapids Osteopathic Hospital, 1919 Boston St., S. E., 
Grand Rapids 6, Mich. 


Ocheltree, Lloyd A., from Corona Del Mar, Calif., to 1118 
N. Mabury St., Santa Ana, Calif. 

Olson, Carl Raymond, from 1000 Montgomery St., to 1001 
Montgomery St., Fort Worth 7, Texas 

Otten, Ralph F., from Grand Rapids, Mich., to 4910 Main 
St., Onekama, Mich. 


Pappas, George J., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Pardell, Herbert, from 416 W. Fourth Ave., to Flint Oste- 
opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 

Mich. 
Parente, Paul A., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Parlin, Daniel, from Havertown, Pa., to 899 Taylor Drive, 
Folcroft, Pa. 

Parshall, James P., from Garden City, Mich., to 915 S. 
Main St., Plymouth, Mich. 

Paternoster, Alfred A., from San Gabriel, Calif., to 1915 
La Paloma St., Alhambra, Calif. 

Patterson, Robert M., from 25738 S. Western Ave., to 1531 
Lomita Blvd., Harbor City, Calif. 

Pearson, Albert L., Jr., from 1362 E. Hunting Park Ave., 
to 1703 Arthur St., Philadelphia 15, Pa. 

Pettit, Everett W., from 132 “E” Ave., S., to 209 East Ave., 
S., Lyons, Kans. 
Pike, Robert E., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Pines, David J., from Mount Clemens, Mich., to Zieger 
Osteopathic Hospital, 4244 Livernois Ave., Detroit 10, 
Mich. 

Podolak, Gerald, from 416 W. Fourth Ave., to Flint Oste- 
opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 


Presser, Harvey, from 416 W. Fourth Ave., to Flint Oste- 
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Scalp Dermatoses, 
especially 
Psoriasis* 


LIQUID 

(phenylic acid 
and sodium chlo- 


ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 


tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . reduces ery- 
thema and scaling. . . . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 
*Sulzberger, M. B. and Obadia, J., Arch. Derm., 
73:373 (April) 1956 
Goldberg, L. C., and Barnett, S. B., Antibiotic Med. 


& Clin. Therapy, 4:594 (Oct.) 1957 
Vickers, M. A., J. Maine Med. Assoc., 45:332 (Dec.) 
954 


Stocked by leading wholesalers. 


CHESTER A. BAKER LABORATORIES, Inc. 
Boston 15, Mass., U.S.A. 


Please send sample to: 


D.O. 


USE THIS COUPON TO REQUEST 
LITERATURE AND PROFESSIONAL SAMPLE. 
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protection 


against premature aging... 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 


Reed, Joe F., from 437 N. Main St., to 416 N. Main St., 
Watervliet, Mich. 

Reid, Denzil G., from Reid Hospital & Clinic, to 101 S. 
16th St., Bethany, Mo. 

Resnick, Harold A., from 406 Idaho St., to 1339 Roemer 
Blvd., Farrell, Pa. 

Reynolds, Paul J., from 2837 S. W. 44th St., to 2904 S. W. 
44th St., Oklahoma City 9, Okla. 

Riley, Georgia C., from North Muskegon Mich., to 326 
Lyman Bldg., Muskegon, Mich. 

Rinne, Toine M., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Roberts, Carl S., Jr., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Roberts, Kenneth M., from Greeley, Colo., to Box S, 
Johnstown, Colo. 

Rosencrantz, Eugene S., from 426 S. 17th St., to 1655 E. 
Charleston Ave., Las Vegas, Nev. 

Ross, Sydney P., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Roth, Marjorie Love, from 701 N. 21st St., to 2635 
Tilghman St., Allentown, Pa. 

Rothman, Bernard, from Pacoima, Calif., to 6441 Coldwater 
Canyon, North Hollywood, Calif. 

Rubino, Frank Gerald, from Garden Grove, Calif., to 10567 
Bolsa Ave., Santa Ana, Calif. 

Rubinoff, M. Lawrence, from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Rubinson, Stanley A., from 364 E. Main St., to 325 E. Main 
St., Newark, Del. 

Ruff, Graham Denison, from San Diego, Calif., to 550 E. 

Terrace Ave., Fresno 4, Calif. 


Sanders, H. W., from Burson Insurance Service, to Box 36, 
Walsh, Colo. 

Savioni, A. J., from 1200 N. State St., to 4940 N. Figueroa 
St., Los Angeles 42, Calif. 

Scalone, Howard A., from 30548 Ford Road, to Garden 
aoe Hospital, 6245 N. Inkster Road, Garden City, 

ich. 

Schemmel, Robert A., from Oakland, Calif., to 275 O’Connor 
Drive, San Jose 28, Calif. 

Schmid, Michael R., from Muskegon, Mich., to 324 Coffman 
St., Longmont, Colo. 

Schneiderman, Frank, from 1000 Montgomery St., to 4341 
Westridge Ave., Fort Worth 16, Texas 

Schwartz, Gerson, from Broomall, Pa., to 1610 MacDade 
Blvd., Folsom, Pa. 

Sealey, Billy J., from Houston, Texas, to 610 Center Drive, 
Deer Park, Texas 

Segall, Irwin R., from York, Pa., to 3858 Nostrand Ave., 
Brooklyn 35, N. Y. 

Seibert, William, from Olive Road at Emerson Ave., to 
12012 Olive Street Road, Creve Coeur 41, Mo. 

Shurlow, Elmer C., from Lapeer, Mich., to 408 E. Fourth 
St., Clare, Mich. 

Shy, James M., from Corpus Christi, Texas, to Physicians 
Hospital & Clinic, 201 N. St. Peter St., Stanton, Texas 

Sievers, Richard J., from 4321 Airway Road, to 4325 Airway 
Road, Dayton 31, Ohio 

Simon, David J., from 10980 Strathmore Drive, to 1821 
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Deloz Ave., Los Angeles 27, Calif. 

Smith, Floyd E., from 416 W. Fourth Ave., to Flint Oste- 
opathic Hospital, Inc., 3921 Beecher Road, Flint 4, 
Mich. 

Smith, Keith R., from 800 S, Adams St., to 814 S. Verdugo 
Road, Glendale 5, Calif. 

Snell, Malcolm E., from Dallas, Texas, to Tri-County 
Osteopathic Hospital, Route 1, Kittery, Maine 

Spear, Joseph E., from Moscow Mills, Mo., to Winfield, Mo. 

Spellman, Herbert, from 5643 Woodcrest Ave., to Metro- 
politan Hospital, 300 Spruce St., Philadelphia 6, Pa. 

Stewart, Alvin J., from 216 Douglas St., to 220 Douglas 
St., Roseville, Calif. 

Stewart, Harry H., from 5508 Nicollet Ave., to 5508 
Emerson Ave., S., Minneapolis 19, Minn. 

Strobel, Lynn R., from Ypsilanti, Mich., to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Sturdivant, David Lyn, from Brea, Calif., to 531 W. Erna 

Ave., La Habra, Calif. 


Taylor, Robert D., from Ontario, Calif., to 10202 Central 
Ave., Montclair, Calif. 

Taylor, Vernon B., from 301-03 Jones Block, to 1405 
Douglas St., Victoria, B. C., Canada 

Tedrick, C. A., from Kansas City, Mo., to 906 W. Seldon 
Lane, Phoenix, Ariz. 

Till, Donald E., from Buckeye, Ariz., to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Trunk, Leon Martin, from 9041 W. 25th St., to 12719 W. 

Washington Place, Los Angeles 66, Calif. 
Turner, John C., from Birmingham, Mich., to 24109 W. 
Ten Mile Road, Southfield, Mich. 


Ulrich, Donald J., from 141 E. Main St., to 420 W. Main 
St., Kent, Ohio 

Utterback, Clarence B., from 2905 N. Ninth St., to Route 6, 
Box 920-A, Tacoma 22, Wash. 


Varnum, Alden C., from 292 State St., to James A. Taylor 
Osteopathic Hospital, 268 Stillwater Ave., Bangor, 
Maine 

Verleni, Thomas, from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 

Vermillion, Richard Eugene, from 1632 E. 14th St., to 6710 
S. W. 17th St., Des Moines 16, Iowa 

Volz, Max S., from South Bend, Ind., to 1506 Belva Ave., 
Decatur, Ga. 


Wagner, Leo C., from Lansdowne, Pa., to 1922 Division St., 
S., Grand Rapids 7, Mich. 
Waite, John G., from 30548 Ford Road, to Garden City 
Hospital, 6245 N. Inkster Road, Garden City, Mich. 
Wallach, Marvin S., from Philadelphia, Pa., to Atco Profes- 
sional Bldg., Atco, N. J. 

Wallach, Neil, from Lancaster, Pa., to 2749 Linden Blvd., 
Brooklyn 8, N. Y. 

Waties, Wendell M., from 4941 Locust St., to 5828 W. 
Girard Ave., Philadelphia 31, Pa. 

Weathers, William A., from Fort Worth, Texas, to 923 
Broadway, Plainview, Texas 

Wedgle, Martin, from 7661 Highland Road, to 7561 High- 

Weaver, Richman G., from Route 1, to 43 Main St., Glen 
Rock, Pa. 
land Road, Pontiac, Mich. 

Welch, S. E., from Kansas City, Mo., to Keytesville, Mo. 

Weldon, Robert S., from 314 N. Third St., to 425 Elm St., 
Emmaus, Pa. 

Wexler, Jerome, from 796 S. Washington St., to 701 S. 
Logan St., Denver 9, Colo. 
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help make 
the years of maturity 
years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

+ protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 


| PARKE-DAVIS | 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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: while she is planning 
| her family, 


she needs your help am 
more than ever the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 


Mb), 
— 
Ortho 
| 


White, Courtney W., from 926 E. 11th St., to 4701 Farley 
Ave., Kansas City 29, Mo. 

Widney, Roderick K., from St. Louis, Mo., to Lamb 
Memorial Hospital, 1560 Humboldt St., Denver 18, 
Colo. 

Williams, Lawrence D., from Flint, Mich., to Mount 
Clemens General Hospital, 1000 Harrington Blvd., 
Mount Clemens, Mich. 

Williams, Thomas A., from 416 W. Fourth Ave., to Flint 
Osteopathic Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Wisely, Daniel Lee, from 416 W. Fourth Ave., to Flint 
—— Hospital, Inc., 3921 Beecher Road, Flint 
4, Mich. 

Wood, Paul A., from Fort Worth, Texas, to 8000 Kenwood 
Road, Cincinnati 36, Ohio 

Woodmansee, James R., from Portland, Ore., to 2445 S. W. 
Cedar Hills Blvd., Beaverton, Ore. 


Yogus, Edward, from Wyandotte, Mich., to 13835 Northline, 
Southgate, Mich. 


Applications for membership 


ARIZONA 
Parson, Edward L., (Renewal) 108 N. Summit, Prescott 


CALIFORNIA 
Sanserino, S. Joseph, (Renewal) 6107 S. Crenshaw Blvd., 
Los Angeles 43 
Theriot, John R., (Renewal) 4055 Whittier Blvd., Los 
Angeles 23 
Steele, L. Keith, (Renewal) 620 Santa Monica Blvd., Santa 
Monica 


IOWA 
MeNichols, Lester R., (Renewal) Fremont 


KANSAS 
Dobson, H. Frederic, Jr., (Renewal) 430 S. Oliver, Wichita 18 


MICHIGAN 
Moore, H. Forrester, (Renewal) 79 Glendale, Detroit 3 


NEW JERSEY 
Wilson, P. D., (Renewal) 190 Harding Ave., Clifton 


NEW MEXICO 
Davis, Billy Jack, (Renewal) 1517 Fourth St. N. W., 
Albuquerque 
PENNSYLVANIA 


Starer, Leonard J., (Renewal) 1001 Harper Ave., Drexel Hill 
Long, Freeman W., (Renewal) Sutton Bldg., Oil City 


UTAH 
Hartwell, Elbert E., (Renewal) Equitable Life & Casualty 
Insurance Co., 404 S. West Temple St., Salt Lake 
City 10 
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CLIP AND MAIL ENTIRE LIST 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pennsylvania 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please send me the books | have checked above. 


Check List of Important 
Lippincott Books 


CLINICAL ORTHOPAEDICS #18 
Internal Derangement of the Knee Joint. Illustrated. 
Single copy: $7.50. Sustaining subscription: $6.00 per 
volume (3 published each year). 


SURGERY OF THE AORTA AND ITS BRANCHES 
Hardy. 386 Pages, 75 Illustrations. NEW, 1960. $6.50 


MEDICINE AS AN ART AND A SCIENCE 
Clark-Kennedy & Bartley. 425 Pages. North American 
Market Only. NEW, 1960. $6.25 


SURGICAL DISEASES OF THE PANCREAS 
Howard & Jordan. 607 Pages, 199 Illustrations, includ- 
ing 2 Color Plates. NEW, 1960. $20.00 


CARE OF THE WELL BABY 
Shepard. 224 Pages, 31 Illustrations. Paperbound. NEW, 
1960. $3.25 


PROGRESS IN EXPERIMENTAL TUMOR RESEARCH 
Homburger. 476 Pages, 132 Illustrations, 1 Color Plate. 
North American Market Only. NEW, 1960. $22.00 


Rypins’ MEDICAL LICENSURE EXAMINATIONS: 
Topical Summaries and Questions—Bierring. 805 Pages. 
NEW 9th EDITION, 1960. $11.00 


SEA WITHIN: 
The Story of Our Body Fluid. Snively. 150 Pages, 55 
Illustrations. NEW, 1960. $3.95 


DIABETIC CARE IN PICTURES 
Rosenthal & Rosenthal. 237 Pages, 137 Figures, includ- 
ing 12 Color Plates. NEW 3rd EDITION, 1960. $4.50 


LIPIDS AND THE STEROID HORMONES 
IN CLINICAL MEDICINE 

Sunderman and Sunderman. 207 Pages, 57 Illustrations. 
NEW, 1960. $10.75 


EMOTIONAL MATURITY: 
The Development and Dynamics of Personality. Saul. 
393 Pages, 15 Illustrations. NEW 2nd EDITION, 1960. 
$6.50 


SURGICAL ERRORS AND SAFEGUARDS 
Thorek, 652 Pages, 455 Illustrations. NEW 5th EDI- 
TION, 1960. $25.00 


ATTENUATED INFECTION: 
The Germ Theory in Contemporary Perspective. Simon. 
349 Pages, 15 Illustrations. NEW, 1960. $10.00 


METAL-BINDING IN MEDICINE 
Seven. 400 Pages, 125 Illustrations and 79 Tables. 
NEW, 1960. $13.75 


COSMETIC SURGERY: 
Principles and Practice. Fomon. 651 Pages, 608 Illustra- 
tions. NEW, 1960. $27.50 


0 Charge 


(CO Convenient Monthly Payments 
0 Payment Enclosed 
CLIP AND MAIL ENTIRE LIST 
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New microphotographs 
illustrate unique action 


of 


ALIVE 
in seminal fluid — 
spermatozoa fluid: 

and highly motile before 
reaching interface of 
seminal fluid and 

_ IMMOLIN Matrix 


IMMOBILIZED 

near the 

IMMOLIN Matrix 

spermatozoa 

' approaching the edge 

| of the IMMOLIN Matrix 
immediately become 

immobilized and 

nonreproductive 


DEAD 


inside the 


buried —killed within the 
distance they normally 

travel in one-quarter 
, of asecond 


Simple, effective conception control — 4 
without an occlusive device 


1. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 


Active ingredi 


glycol 550 taurate 5%, 


y yethoxyethanol 1%. 
IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 


snowy white — dry — static — free of messiness 
| 
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Abbott Laboratories, A-17, 18, 40, 41 

American Osteopathic Assn., A-64, 74, 
110, 118, 143, 148 

Ames Co., Inc., A-94 

Amfre-Grant, Inc., A-51 

Armour Pharmaceutical Co., A-44 

Ayerst Laboratories, A-53 


Baker, Chester A., Laboratories, Inc., 
A-169 


Bard-Parker Co., Inc., A-85 

Baxter, Don, Inc., A-35, 36 

Becton, Dickinson & Co., A-114 

Birtcher Corp., A-137 

Borcherdt Co., A-146 

Bristol Laboratories Inc., A-65, 106, 131, 
136, 157, 158, 159, 160, 161 

Bristol-Myers Co., Cover 2 

Burdick Corp., A-124 

Burns Cuboid Company, A-143 

Burroughs Wellcome & Co., A-62 


Carnation Co., A-119 

Chatham Pharmaceuticals, Inc., A-175 

Chesebrough-Ponds, Inc., A-42 

Chloraseptic Company, The, A-128 

Ciba Pharmaceutical Products, Inc., 
A-70, 71, 163, 166, 167, Cover 4 

Colwell Co., A-152 


DePuy Mfg. Co., Inc., A-148 
Desitin Chemical Co., A-125 
Doho Chemical Corp., A-11 

Dome Chemicals Inc., A-37 


Eaton Laboratories, A-43, 63, 126 
Endo Laboratories, A-83 


Geigy Pharmaceuticals, A-76 
Gerber Products Co., A-61 


Holland-Rantos Co., Inc., A-10 
Hyland Laboratories, Inc., A-150 


Irwin, Neisler & Co., A-92, 93 


Kahlenberg Laboratories, A-141 
Kinney & Co., Inc., A-129 
Kremers-Urban Co., A-104 


Lakeside Laboratories, Inc., A-50, 72, 
116, 117 


Lea & Febiger, A-156 


Lederle Laboratories, A-27, 29, 31, 59, 
102, 103, 144, 164 


Leeming, Thos., & Co., Inc., A-87 

Lilly, Eli & Co., A-84, 95, 96, 97, 98, 99 
Lippincott, J. B., Co., A-173 

Lloyd Brothers, Inc., A-67, 149 
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Maltbie Labs. Div., (Wallace & Tiernan, 
Inc.) A-38, 39, 155 

Massengill, S. E., Co., A-139, 140 

— Laboratories, Inc., A-16, 45, 142, 


Mead Johnson & Co., A-21 

Merck Sharp & Dohme, A-32, 33, 49, 
54, 55, 75, 91, 105, 122, 123, 168 

Merrell, The Wm. S., Company, A-46, 
47, 68, 69, 86, 153 


National Drug Co., A-19 
— Osteopathic Foundation, A-30, 


Nettleship Co., The, A-151 


Ortho Pharmaceutical Corp., A-172 
OTC Div., Surgical Appliances Industries, 
Inc., A-66 


Park, Philip R., Inc., A-152 

Parke, Davis & Co., A-145, 170, 171 
Pfizer Laboratories, A-26, 81, 82 
Pitman-Moore Co., A-52 


Riker Laboratories, Inc., A-20, 56, 162, 
Cover 3 

Robins, A. H., Co., Inc., A-130 

Roche Laboratories, A-25, 132, 133 

Rorer, William H., Inc., A-12, 13, 127 

Roussel Corp., A-138 


Sandoz Pharmaceuticals, A-22, 23, 165 
Saunders, W. B., Co., A-4 

Schering Corp., A-3 

Schmid, Julius, Inc., A-80, 174 

Searle, G. D., & Co., A-5 

Sherman Laboratories, A-135 

Shield Laboratories, A-112 
Smith-Dorsey, A-14, 15, 24, 48, 176 
Squibb, E. R., & Sons, A-34 


Tutag, S. J., & Co., A-134 
Upjohn Co., A-6, 7, 90, 115 
Vitaminerals Inc., A-28 


Wallace Laboratories, A-60, 73, 88, 89, 
100, 101, 120, 121 

Warner-Chilcott Laboratories Div., A-1, 
8, 9, 78, 79, 107, 109, 111, 113 

Warren-Teed Products Co., A-57 

Webster, William A., Co., A-143 

Welch Allyn, Inc., A-108 

Winthrop Laboratories, A-58 

Wocher, Max, & Son Co., A-154 


before, 


after 
surgery 


KOAGAMIN, unlike other hemostatic 
agents, acts quickly in minimal dos- 
ages. Working on the late phases of 
the clotting mechanism, KOAGAMIN 
does not require massive and pro- 
longed pre- or postoperative dosages. 
Several million doses over twenty 
years, without reported toxic or un- 
toward effects, attest to its safety 
and value. 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is sup- 
plied in 10-cc. diaphragm-stoppered vials, 


Chatham Pharmaceuticals, Inc. 

Newark 2, New Jersey 

Distributed in Canada by Austin Laboratories, 
Limited, Guelph, Ontario 


KOAGAMIN’ 


(parenteral hemostat) 


controls 


minimal 
dosage 
and 
maximum 
Safety 
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inner 
protection 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


/ safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 


to against certain antibiotic-resistant organisms. 
contain fast decongestion 
upper Triaminic®, 25 mg., three active components stop run- 
r espir at ory ning noses. Relief starts in: minutes, lasts for hours. 


infection well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY LINCOLN, NEBRASKA 


a division of The Wander Company 
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a new antitussive molecule 


CHs 
C-CHe-CHea-N 
oY ™ 
\ 
Ci 


Chliophedianol HCI 


SYRUP 


cough 
suppressant equal 
action 


Though it reaches peak action some- 
what more slowly, the cough-suppres- 
sant power of ULO is fully as great as 
that of narcotics. 


duration of 
action ae narcotics 


After reaching peak action, ULO 
maintains its maximal cough-suppres- 
sant effect undiminished for 4 to 8 


hours. 
La» 
side narcotics 
actions han, 


ULO is free from the limitations and 
undesirable side effects of narcotics... 
no constipation...no nausea...no 
gastric irritation...no appetite suppres- 
sion...no tolerance development.:..no 
respiratory depression...no drowsiness. 


Advantages of ULO 


e Bedtime dose usually carries patient cough-free 
through night, especially important with children 
e No interference with alertness or activity; cough 
is suppressed for 4 to 8 hours without the dulling 
effects of narcotics 
e Easy for patient to raise sputum; bronchodilating 
action lessens airway resistance 
e Soothes irritated membranes; mild topical anes- 
thetic effect 
e Does not cause constipation or laxation; no effect on 
intestinal motility 
e Maintains effectiveness; no development of habit- 
uation or tolerance 
e Fatigue due to cough exhaustion is prevented; patient 
retains strength to raise sputum when necessary 
e Exceptionally well tolerated by children; no nar- 
cotic overlay 
e Compatible with all other medications, including 
liquefacients, antihistamines, antibiotics, analgesics 
e Nutrition and food enjoyment maintained; 
no appetite suppression, no nausea, no gastric 
irritation 
e Does not depress respiration; permits maximum res- 
piratory exchange 


indications Upper respiratory infections « Commoncold « Influenza « Pneumonia + Bronchitis 
Tracheitis + Laryngitis » Croup + Pertussis « Pleurisy 


contraindications There are no known contraindications. Side effects are rare and mild. 
Nausea and dizziness have occurred infrequently, vomiting and drowsiness rarely. 
availability 


ULO Syrup, 25 mg. per 5 cc. (tea- 
spoonful), in bottles of 12 fluid ounces. 


Northridge, California 


dosage Adults: One teaspoonful (25 mg.) 3 or 4 times daily as required. 


Children: 6 to 12 years of age, Y2 to one teaspoonful (12.5 to 25 
mg.) 3 or 4 times daily as required. 


2 to 6 years of age, ¥2 teaspoonful (12.5 mg.) 
3 or 4 times daily as required. 
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Beating 
too fast? 
Slow it 
down with 


by a ft D A Sli L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cisa) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 


patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 
supp.iep: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. C PRA 


YEW JERSEY 


4 
SUMMIT- 


